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Orofacial  Surgical  Emergencies

Orofacial Cas D’urgence Chirurgicaux

O.  Akpata

RÉSUMÉ
CONTEXTE:  Orofaciales urgences chirurgicales posent des
risques graves pour l’individu. Cliniciens médicaux et dentaires
devrait être capable de reconnaître ces conditions et d’initier
une gestion appropriée avant la saisine.
OBJECTIF: Cet article présente les communes orofaciales
urgences chirurgicales et les mesures initiales pour le traitement,
avant de renvoyer à un chirurgien dentiste spécialiste pour un
traitement définitif.
MÉTHODES: textes Littérature et connexes sur les communes
orofaciales urgences chirurgicales et les principes généraux de
sa gestion ont été examinés.
RÉSULTATS: aiguë abcès dentaire, un traumatisme, les
saignements et la douleur dans la région orofaciale sont les
plus courantes orofaciales urgences chirurgicales. Ils se
présentent généralement d’abord le médecin généraliste
dentaire ou médical, qui peut être nécessaire pour diagnostiquer
et de rendre les premiers soins à ces patients. Par la suite, il
peut être nécessaire pour le renvoi à des spécialités appropriées
en dentisterie pour aider à traiter ces conditions pénibles et
graves ou mortelles.
CONCLUSION: Il est nécessaire de médecins généralistes ou
dentaires d’être bien informé sur les communes orofaciales
urgences chirurgicales et la façon de diagnostiquer, ainsi que
de fournir le traitement initial pour ces situations d’urgence.
Cependant, l’échec des cliniciens à diagnostiquer rapidement
et appellent à l’aide d’un chirurgien dentiste spécialiste, le cas
échéant peut entraîner des conséquences fatales. WAJM 2011;
30(5): 313–318.

Mots-clés: Orofaciales, la chirurgie, les urgences, les praticiens
dentaires / médicaux.
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ABSTRACT
BACKGROUND:  Orofacial surgical emergencies pose severe
hazard to the individual. Medical and Dental clinicians shoould
be able to recognise these conditions and initiate appropriate
management before referral.
OBJECTIVE: This article presents the common orofacial
surgical emergencies and the initial measures for treatment,
before referring to a specialist dental surgeon for definitive
treatment.
METHODS: Literature and related texts on the common
orofacial surgical emergencies and the general principles
for its management were reviewed.
RESULTS:  Acute dental abscess, trauma, bleeding and pain in
the orofacial region are the most common orofacial surgical
emergencies. They usually present first to the general dental
or medical practitioner, who may be required to diagnose and
render initial care to these patients. Thereafter, there may be
need for referral to the appropriate specialties in dentistry to
help treat these severe distressing and or life-threatening
conditions.
CONCLUSION: There is need for general medical or dental
practitioners to be well-informed about the common orofacial
surgical emergencies and how to diagnose, as well as provide
initial treatment for these emergencies. However, the failure
of clinicians to promptly diagnose and call for the assistance
of a specialist dental surgeon when appropriate may result in
fatal consequences.  WAJM 2011; 30(5): 313–318.

Keywords: Orofacial, surgical, emergencies, dental/medical
practitioners.
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INTRODUCTION
         Orofacial surgical emergencies are
potentially as hazardous as medical
emergencies.1 They are severe
distressing and/or life-threatening
conditions in dentistry, where operative
treatment is the cure and drugs such as
antibiotics or analgesics are only
adjunctive therapy.2  Therefore, immediate
intervention of a general dental or medical
practitioner and when available, a
specialist dental surgeon is required to
help diagnose and treat these con-
ditions.3 The most common orofacial
surgical emergencies are acute dental
abscess, trauma, bleeding and pain.3–5

The prevalence of these events remains
uncertain, although Lipton et al.  6

reported 22% orofacial pain and 12%
toothache in a general population in the
United States. In addition, Adams et al. 7

reported that American students missed
1.61 million school days because of acute
dental problems.

Dental practitioners have the
professional responsibility to provide
emergency care.8  Therefore, dental
clinics should be equipped to handle
medical and orofacial emergencies to
save life and for medico-legal reasons.9

In the absence of a specialist dental
surgeon, a general dental or medical
practitioner may help to diagnose and
treat these patients.5 However, most
orofacial emergencies present first to
general dental or medical practitioners,
on the implied assumption that they are
capable of managing any event.10 There-
fore, medical and dental clinicians should
be trained to recognise and carry out
initial management of these orofacial
emergencies;11 which necessitates
adequate undergraduate education and
regular postgraduate update course on
the management of acute medical and
dental conditions. 9

         The purpose of this article is to
review the orofacial surgical emergencies
that commonly present to both dental and
medical practitioners, and the initial
measures for treatment, before referral to
a specialist dental surgeon for definitive
treatment when indicated.

Common Orofacial Surgical
Emergencies
         The most commonly encountered

orofacial surgical emergencies include
infections, trauma, bleeding, malignant
neoplasm and painful conditions in the
orofacial region (Table 1).3

Orofacial  Infection:
Acute dental abscess, particularly

from the lower second and third molars,
may lead to cellulitis that spreads into
the facial connective tissue spaces. This
may result in Ludwig’s angina involving
the submandibular and sublingual spaces
bilaterally, and may extend to the
submental space. The clinical finding is
a painful massive brawny swelling,
involving the floor of the mouth,
parapharyngeal space and upper neck;
occasionally, it may involve the
mediastinum. The major risk is airway
obstruction due to limited mouth
opening, protruding tongue and oedema
of the glottis. The condition is rapidly
fatal following respiratory obstruction or
later, infection in the mediastinum.12–17

(Figure 1).
Cavernous sinus thrombosis is one

of the most serious complications that

arise from infection in and around the
jaws. Infections from the upper teeth and
upper lip furuncle or carbuncle may
spread to the orbit resulting in orbital
cellulitis. Further spread of infection or
thrombi in the anterior facial vein through
the ophthalmic veins to the cavernous
sinus may result in the cavernous sinus
thrombosis and brain abscess.18 Infection
from both upper and lower teeth may also
spread through the pterygoid plexus to
the cavernous sinus. The clinical features
are mainly rigors, high swinging
temperature, sweating, rapid pulse and
pulsating exophthalmos.

The treatment for orofacial infec-
tions such as acute dental abscess and
cavernous sinus thrombosis includes
immediate hospital admission of patient,
together with the administration of
analgesics and antibiotics which help to
control pain and infection. 8 Pus specimen
should be collected by swabbing or
needle aspiration for microscopy, culture
and sensitivity (M/C/S), before carrying
out incision and drainage of the abscess,
with rubber drains placed deep into the

Table 1: Common orofacial surgical emergencies

• Orofacial infection
– Acute dental abscess (Ludwig’s angina)

– Cavernous sinus thrombosis

• Orofacial trauma
– Facial fractures (zygomatic bilateral parasymphyseal fracture or

condylar fractures)

– Dento-alveolar injuries

– Facial soft tissue lacerations (especially facial, maxillary or superficial

temporal artery)

• Bleeding conditions
– Haemangioma

– Acute leukaemia

– Haemophilia

• Orofacial malignant neoplasm
– Osteosarcoma of the jaws

– Burkitt’s lymphoma

– haemangiopericytoma

• Orofacial pain
– Dental pain (acute pulpitis,  periapical periodontitis or dental abscess)

– Neuralgias

– Temporomandibular (TMJ) dislocation

– Severely displaced jaw fracture

– Infected cyst

– Infected tumours
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the entire mid-face downwards and
backwards along the skull, resulting in
lengthening of the face.20–22 Zygomatic
fracture with displacement of fracture
fragment (orbital rim) may lead to ocular
damage. Furthermore, mandibular
fracture particularly, bilateral para-
symphyseal fracture that is severely
displaced may result in airway
obstruction. This is very critical when the
patient is unconscious. Condylar fracture
may perforate into the external auditory
meatus or middle cranial fossa.3,11

Dentoalveolar injuries such as tooth
avulsion especially in children and
luxation or fracture may occur as isolated
condition or in association with facial
bone fracture.23–26

Soft tissue laceration: This may
result in significant loss of facial soft
tissue as well as severe bleeding from
facial, maxillary or superficial temporal
artery. However, isolated facial injuries
rarely cause sufficient bleeding to induce
hypovolaemic shock.8,11 Gun shot injuries
and lacerated major orofacial vessels
during implant procedure 27 or third molar
extraction28 are exceptions, which can
cause excessive bleeding.

The first consideration in
management of facial trauma is the airway,
which includes aspiration of blood and
saliva, and removal of blood clot, foreign
body/dentures or tooth fragment from
the airway. Avulsed tooth is kept in a
storage media such as saliva (in the
buccal sulcus in the mouth of conscious
patient), ice cool milk or saline.26 In
unconscious patients, suture is passed
in the tongue as traction to prevent the
tongue from falling backward and
possibly causing obstruction of the
airway. Disimpaction movement
repositions the posterio-inferiorly
displaced  middle  third  of  the  face.
Airway tube (oral, nasopharyngeal or
endotracheal) should be in place.
Conscious patients are positioned in an
upright sitting position, while
unconscious patients are nursed in left
lateral position. The associated bleeding
following orofacial trauma is controlled
by applying pressure dressing with
gauze, nasal packing and bandage/tensor
tape to bleeding site. Otherwise, the
bleeding vessels are ligated with suture
and any soft tissue laceration sutured.

Figure 1: Typical Ludwigs angina with bilateral submandibular swelling and
sublingual swelling with protruded tongue (Left). Complete resolution of the abscess
after treatment is the rule (Right).

facial abscess. This is carried out after
administration of local anaesthesia or
general anaesthesia (preferably with
tracheostomy for Ludwig’s angina with
airway obstruction) and any offending
tooth should be extracted.17,18

Orofacial  Trauma and its Types
Trauma in the orofacial region

occurs mostly due to road traffic accident,

gunshots, domestic accident, industrial
accident, bite, sport injuries,19 and
iatrogenic injuries. Examples of orofacial
trauma are facial fractures including
dentoalveolar injuries, and soft tissue
laceration.

Facial fractures:  Middle third
fractures may be associated with the risk
of airway obstruction due to blood clot
and swelling following the movement of

Figure 2: Severe laceration of the lower lip, forehead and cheek (A) and post-operative
appearance of the patient (B)
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In addition, the circulation is
evaluated by examination of pulse, blood
pressure and auscultation of the heart.
Intravenous infusion of Ringer’s®

solution may be necessary, especially if
the patient is in shock, unconscious or
in severe orofacial injury preventing oral
intake of food and drug. Drug
administration following orofacial trauma
includes analgesics, but opioids/
morphine should be avoided to prevent
respiratory depression. Other useful
medications are antibiotic therapy and
tetanus prophylaxis. The patient’s level
of consciousness should continue to be
evaluated (using Glasgow coma scale).
Further investigation with computerised
tomography of the skull may be necessary
for moderate or severe head injury.

After initial resuscitation of the
patients with facial fractures and
dentoalveolar injuries, these patients
should be referred to Oral-maxillo-facial
services and related specialists for
definitive treatment. 26,29,30

Bleeding  Conditions
Most orofacial bleeding is due to

gingivitis or trauma, but prolonged
bleeding may be due to conditions
associated with bleeding tendency.3

Examples of life-threatening bleeding
conditions are haemangioma, acute
leukaemia, and haemophilia. Haeman-

gioma is a vascular malformation that
may result in severe bleeding following
tooth extraction or incisional biopsy in
the orofacial region. Acute leukaemia may
presents as pallor, fine petechial
haemorrhages, bruising and ulcer around
the mouth, or gingival swelling.31 Severe
bleeding may occur spontaneously or
following tooth extraction. Haemophilia

is a bleeding disorder due to deficiency
of clotting factors viii or ix deficiency; it
may present as severe bleeding from oral
mucosa or alveolar socket, following
trauma to orofacial tissues or tooth
extraction.

The initial treatment for the bleeding
conditions includes application of tight
dressing gauze (pack) and suturing of
mucosa or skin laceration. While
haemangioma requires injection of boiling
water as sclerosing solution, use of
cryosurgery, arterial ligation (such as
ligation of facial artery or its branches)
and irradiation for severe/repeated
haemorrhage from site of the lesion.
Acute leukaemia requires proper oral
hygiene (including mouth rinse with 0.2%
chlorhexidine or tetracycline and
amphotericin) and antibiotic therapy to
prevent secondary infection. Folinic acid
is administered to prevent bleeding
resulting from methotrexate used for
chemotherapy. Tooth extraction should
be avoided to prevent bleeding, anaemia
and infection, but if unavoidable; the
procedure could be carried out under
antibiotic cover and blood transfusion.

Orofacial  Malignancies
Rapidly growing facial swellings

usually requires immediate referral to
Oral/Maxillofacial Surgeons for diagnosis
and definitive treatment. Examples of
these lesions are osteosarcoma, Burkitt’s
lymphoma and haemangiopericytoma of
the jaws.  Osteosarcoma of the jaws,

especially the mandibular lesion may
cause severe haemorrhage, disfigurement
and disability. The clinical features of
early lesion are tooth mobility, bleeding
and later, facial swelling.  Burkitt’s

lymphoma occurs commonly in children

and is rapidly fatal, if not properly
managed. It may involve the antrum and
the orbit, causing secondary infection or
bleeding. Often times, patient’s referral
to Oral-maxillofacial Surgeons is for
biopsy and sometimes, for debulking of
large lesion. Haemangiopericytoma is a
malignant vascular tumour that is life-
threatening because of the associated
severe bleeding when the lesion is
incised. The condition requires immediate
referral to Oral/Maxillofacial surgeon for
management.32

The initial treatment for neoplastic
orofacial lesions involves administration
of antibiotics and analgesic to control
secondary infection and pain. This
should be followed by incisional biopsy
under local anaesthesia for the
diagnosis; particularly, for Burkitt’s
lymphoma before chemotherapy.
Extensive osteosarcoma requires jaw
resection under general anaesthesia.
Haemangiopericytoma also requires
surgical biopsy, embolization and
subsequent surgical excision of the
lesions.32

Orofacial  Pain
The dental sources of pain include

acute pulpitis, acute periapical
periodontitis and periapical abscess.
Acute pulpitis is a spontaneous poorly
localised throbbing pain, which is
exacerbated by temperature changes.
Acute periapical periodontitis is a severe
spontaneous pain from the root apex of a
tooth that is exacerbated by biting on the
affected tooth. The sequelae of untreated
painful acute pulpal or periapical
infections include formation of periapical
abscess, facial space cellulitis,
osteomyelitis or septicaemia, which are
potentially life-threatening conditions.
The non-dental pain usually occurs due
to neuralgias (Trigeminal or migrainous
headache); temporomandibular joint
dislocation associated with difficulty in
mouth closure and mastication; or
severely displaced jaw fracture. In
addition, infected cyst or tumours may
also be the cause of non-dental pain in
the orofacial region.33

         Administration of local anaesthesia
or general anaesthesia may be necessary
for repositioning (reduction) of
dislocated temporomandibular joint with/

Table 2: List and General Principles of Management of Common Orofacial Surgical
Emergencies

• The clinician should be aware and alert for possible presentation of orofacial
surgical emergencies

• Clinical diagnosis of the condition based on adequate history and clinical
examination, and relevant investigation (if necessary).

•  Immediate treatment (resuscitation)

• Hospital admission (if necessary)

• Referral to specialist dental surgeon (if necessary)
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without sedation. Thereafter, the patient
should be advised to avoid wide mouth
opening, otherwise it may be necessary
to prevent mouth opening with
intermaxillary fixation wires. 5 The acute
pulpal or periapical pain may be treated
endodontically or the affected tooth
should be extracted under local
anaesthesia, while dental abscess,
infected cyst or tumour requires incision
and drainage. In addition, biopsy of the
infected tumour or cystic lesion is
required for diagnosis and adequate
surgical treatment of the lesion.
Administration of analgesic and
antibiotics maybe required as adjunctive
therapy to control the associated pain
and infection in these conditions. 2,3,33

General Principles of Management of
Orofacial Surgical Emergencies

In addition to the specific initial
treatment measures for orofacial surgical
emergencies outlined above, it is
necessary to emphasize the general
principles for managing these
emergencies, especially in general dental
and medical practices (Table 2). The
clinician should be aware and alert to the
possibility of orofacial surgical
emergencies presenting as patient’s
complaint or as a complication following
dental procedure.
         It is important to take appropriate
history and to examine the patient
properly for quick diagnosis of the
condition. However, relevant investiga-
tion should be carried out; fractures,
orofacial tumours and cystic lesions
should be assessed using radiographs
(posterior-anterior, occipitomental,
oblique lateral and panoranmic skull
views). In addition, orofacial tumours and
cystic lesions require surgical biopsy.
The orofacial infective agents should be
diagnosed using microscopy, culture,
and sensitivity. Bleeding diathesis
requires blood grouping/cross matching
and haemostatic function tests (bleeding
time, prothrombin time, activated partial
thromoplastin time, and clotting factor
assay). In addition, acute leukaemia
requires assessment of full blood count
with platelet, white blood cells and
differential, blood picture and bone
marrow aspiration.

The immediate resuscitative

measures for orofacial surgical
emergencies have been briefly outlined
in the preceding section. Patients
suffering from infections, bleeding,
fractures and pain in the orofacial region
require initial treatment before referral for
definitive treatment. Most orofacial
surgical emergencies require hospital
admission. However, painful orofacial
conditions may require control of the pain
and any associated infection, while
hospital admission may be deferred until
the time for definitive surgical treatment.

Although general medical and
dental practitioners should be engaged
in the initial management of orofacial
surgical emergencies, facial fractures,
rapidly spreading orofacial cellulitis and
malignant neoplasms require immediate
referral to Oral/Maxillofacial surgeons
and related specialties.34,35

In conclusion, we have  enumerated
the common orofacial surgical emer-
gencies and emphasises the need for
general medical or dental practitioner to
be well informed on how to diagnose and
provide initial treatment for these
emergencies. The failure of clinicians to
promptly diagnose and call for the
assistance of a specialist dental surgeon
when appropriate may result in fatal
consequences.
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