
Orofacial injuries associated with prehospital
management of febrile convulsion in Nigerian
children

Febrile convulsion is a seizure that occurs in
children up to 6 years of age (1). It is usually
precipitated by fever arising from infection or
inflammation outside the central nervous system
in a child who is otherwise neurologically normal.
It is the most common cause of convulsion in
children under 5 years (2) with an estimated
prevalence of 2–4% for children in this age group
(3).

The duration of a febrile convulsion is usually
short, lasting less than 3 min in 50% of cases. About
5% of cases have episodes exceeding 30 min (1). A
recurrence is likely in 30% of patients (3, 4) and
seizures may be simple (generalized tonic-clonic
convulsions) or complex (prolonged or focal

convulsions followed by delayed recovery of con-
sciousness). Clinical examination usually reveals a
source of infection.

Management includes identifying the cause of the
fever and treating the fever to alleviate symptoms (4,
5) with agents as paracetamol or ibuprofen, and
removal of excess clothing. Physical methods such as
fanning, cold bathing and tepid sponging are
controversial as they may cause discomfort and
provide minimal benefit (5, 6). Prolonged seizures at
home can be terminated with the use of rectal
diazepam. Although this is rarely needed (most
seizures are short lived), it is considered safe
assuming mothers are properly educated in its use
(5, 7).
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Abstract – The aim of this prospective study was to determine
in a population of pediatric patients with febrile convulsions the
prevalence and pattern of orofacial and dental injuries caused by
traditional remedies used in a suburban Nigerian community.
Over the study period of 28 months, 75 cases of febrile convulsion
presented to the Children’s Emergency unit of our hospital. Of
these, 27 children (36%) sustained orofacial injuries caused by
forceful insertion of a spoon into the mouth (96.3%) or a bite
(3.7%) during convulsive episodes. The ages of the patients ranged
from 12 to 84 months with a mean 39.8 ± 18.3 months. There
were 15 males and 11 females with a male to female ratio of
1.4:1. The orofacial and dental injuries sustained from prehospital
treatment at home were lacerations and bruising of soft tissues
including lips, tongue, mucosa and commissures and tooth
subluxation, displacement or avulsion. Other injuries sustained
outside the mouth include second-degree burns to the feet, a chin
laceration and facial bruises resulting from a fall. Many oral
injuries were overlooked by pediatricians. Prompt recognition and
appropriate management of febrile convulsion would be of great
benefit to the pediatric patients.
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Studies conducted in Nigeria have shown that
parents, who are panic-stricken in the face of this
disorder, resort to prehospital remedies ostensibly to
save the life of the child. These measures, which
range from forceful insertion of objects into the
mouth to burning a child’s feet, complicated this
otherwise benign condition. Although a previous
report (8) on convulsive disorders in adults high-
lighted the consequences of forceful insertion of
hard objects into the mouth of convulsing patients,
little is known about the effect in children.

The aim of this study was to prospectively study
in a population of pediatric patients with febrile
convulsion the prevalence and pattern of orofacial
and dental injuries caused by traditional remedies
used in suburban Nigerian community.

Materials and methods

All consecutive children with febrile convulsion
who presented at the Children’s Emergency Unit
of the Obafemi Awolowo University Teaching
Hospital, Ile–Ife, Nigeria from September 2002 to
December 2004, were entered into the study. At
presentation, the following information was ob-
tained from the parents or relatives who accom-
panied the patient to the hospital: age, gender,
occupation and level of education of the parents
or other informant and first aid tools and methods
administered at home. The child was subsequently
examined both extra and intraorally for bruises,
abrasions or lacerations. The intraoral examina-
tion was carried out using a sterile wooden
spatula under natural lighting. The dentition was
examined for fractures, mobility, avulsion or other
evidence of injury. The types and frequency of
injuries associated with using home remedies prior
to patient’s appearance at the hospital were
recorded. In addition, injuries to other parts of
the body were documented.

Results

Over the 28-month study period, 75 cases of febrile
convulsion presented to the Children’s Emergency
Unit of our hospital. Twenty-seven of the 75
children (36%) sustained orofacial injuries caused
by forceful insertion of a spoon in the mouth
(96.3%) or a bite (3.7%) during a convulsive
episode. The ages of these patients ranged from
12 to 84 months with a mean age of 39.8 ±
18.3 months. There were 15 males and 11 females
with a male to female ratio of 1.4:1. Table 1
summarizes the orofacial and dental injuries sus-
tained as a result of prehospital treatment received
at home. Injuries included lacerations of the lower
lips, commissures, mucosa, and tongue; bruising of

the lips, tongue and commissures; and tooth
subluxation, displacement or avulsion.

Domestic remedies used prior to hospital visits
included forceful insertion of a spoon or padded
fingers between the teeth and forced drinking of salt
solutions or herbal concoctions (Table 2).

Other injuries sustained outside the mouth-
included second-degree burns to the feet (three
cases), a deep chin laceration (one case) and facial
bruises (two cases) resulting from a fall. Three
patients developed aspiration pneumonitis and one
patient septicemia. None of the aspiration pneumo-
nitis patients had any orofacial injury. No mortal-
ities occurred during the study. Many oral injuries
were not recognized by examining pediatricians.
Exceptions were gross facial wounds and intra-oral
bleeding. None of the cases were referred to the
pediatric dental unit of the hospital for further
management.

Discussion

The prevalence of febrile convulsion in developing
countries is estimated to be about 5% (9). No study

Table 1. Types and frequency of injuries associated with forceful use of a
spoon between the jaws (n ¼ 26)*

Injury type
†

n (%)

Lacerations
Lower lip 10 (38.5%)
Upper lip 3 (11.5%)
Commissure 10 (38.5%)
Mucosa (labial, cheek, palatal) 5 (19.2%)
Tongue 2 (7.6%)

Tooth injuries
Subluxation/displacement 3 (11.5%)
Avulsion 1 (3.8%)

Bruising
Lips 10 (38.5%)
Tongue 2 (7.6%)
Commissures 7 (26.9%)

*26 of 35 (74%) children whose jaws were forced open with a spoon
incurred injuries.
†
Some patients had more than one injury.

Table 2. Forms of traditional home remedies used for the management of
febrile convulsions

Remedies n (75)

Insertion of an object between the jaws
Spoon 35
Padded fingers 9

Drinking
Herbal concoctions 6
Salt solutions 12
Burning the feet 3
Making of skin incisions on the body 1
Tepid sponging 7
Prayers 2
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has reported the prevalence of febrile convulsions in
Nigeria, although various institutional reports put
the range at 5–15.1% (9, 10). The prevalence of
orofacial injuries among patients with febrile con-
vulsion found in the present study is 36%.

Previous studies have identified the use of native
concoctions (11), burning of the feet (12) and forced
insertion of hard objects between the jaws (13) as
traditional home remedies for febrile convulsion in
Nigeria. These remedies are usually used as emer-
gency measures by parents who view the disorder as
imminently fatal unless drastic measures are taken
to keep the jaws ajar. This view is held by mothers
regardless of their educational status (14, 15).

Despite the long-term recognition that hard
objects are used between the teeth of convulsing
children in many cultures, no reports have focused
on the consequences of this practice. The present
study showed that 26(74%) of the 35 children whose
jaws were forced open with a spoon during convul-
sion sustained orofacial or dental injuries ranging
from simple laceration of the lip to tooth displace-
ment or avulsion. Possible short-term sequelae of
displaced or avulsed teeth in an unconscious patient
include aspiration, aspiration pneumonitis or septi-
caemia. Although none of the three patients who
developed aspiration pneumonitis in the present
study had oral injuries, it is important for the
examiner to note any missing tooth in the mouth of
an unconscious patient and to order a chest X-ray to
rule out the possibility of a tooth or tooth fragment
being aspirated into the lungs. The long-term effect
of displacement or avulsion of teeth in children is
the predisposition to malocclusion. It is desirable
that children with these injuries be referred to a
pediatric dentist for further management after
resolution of the febrile illness.

Tongue and lip biting are recognized complica-
tions of seizure-related disorders in adults. When
they occur, especially tongue biting, excessive
bleeding and swelling may occur and cause respir-
atory obstruction (16). Fortunately, children in
younger age groups who are prone to febrile
seizures are still edentulous or only have primary
teeth. These teeth are smaller than their permanent
successors and may have a limited capacity to cause
injury to the tongue or lips during the vigorous jaw
movements that invariably accompany seizures. In
the present study, only one patient sustained a
tongue bite and the ensuing bleeding was controlled
by gentle digital pressure with sterile gauze.

Mandibular fractures, dislocation of the temporo-
mandibular joints and other injuries arising from
falls are known features of epileptic attacks (17). The
one child in our study who sustained a deep
laceration to the chin as a result of fall and suffered
no further complications was promptly sutured.

It was observed in this study that pediatricians do
not routinely diagnose many oral injuries during
their care of patients with febrile convulsion.
Although there were no mortalities in our study
population, severe injury to the tongue caused by
the use of spoon has led to death in eclamptic
patients (8). Therefore, pediatricians practicing in
developing countries where traditional remedies are
used for the management of febrile convulsions need
to be vigilant for these injuries and ensure that they
are appropriately managed. For the long term, it is
imperative that mothers, specifically, and the popul-
ation in general, be educated on the appropriate
management of febrile convulsions to reduce serious
consequences.

In conclusion, inappropriate home management
of febrile convulsion in children has significant oral
health implications. The forceful entry of hard
objects into the mouth to prevent a child from
clenching the teeth can result in soft tissue and
dental injuries. These oral complications have
significant short and long-term implications for the
oral and general health of the child. The prompt
recognition and enlightened management of
patients suffering febrile convulsions would be of
great benefit to the pediatric patient.
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