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Algorithm of first-aid management of dental

trauma for medics and corpsmen
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Abstract — In order to fill the discrepancy between the necessity of providing
prompt and proper treatment to dental trauma patients, and the inadequate
knowledge among medics and corpsmen, as well as the lack of instructions in
first-aid textbook and manuals, and after reviewing the dental literature, a
simple algorithm for non-professional first-aid management for various injuries
to hard (teeth) and soft oral tissues, is presented. The recommended manage-
ment of tooth avulsion, subluxation and luxation, crown fracture and lip, tongue
or gingival laceration included in the algorithm. Along with a list of after-hour
dental clinics, this symptoms- and clinical-appearance-based algorithm is suited
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to tuck easily into a pocket for quick utilization by medics/corpsmen in an
emergency situation. Although the algorithm was developed for the usage of
military non-dental health-care providers, this method could be adjusted and
employed in the civilian environment as well.

A discrepancy exists between the importance of provid-
ing prompt and proper treatment in case of trauma to
the oral cavity (1, 2) and the inadequate knowledge in
oral medicine and oral trauma among medics, corpsmen
and physicians (3—11). Moreover, often, oral trauma is
not included in medical courses and first-aid trainings (6,
11-14) or in first-aid textbooks and manuals (15).

The author presents a simple protocol of first-aid
management of oral trauma for (military) medics and
corpsmen.

Methods and results

With the purpose of enhancing Israeli military medics’
awareness and knowledge of oral trauma, a 1-h lecture is
given during the 1-week continuing education program
for senior medics and corpsmen in the Israel Defense
Forces School of Military Medicine. The author has
developed an algorithm for first-aid management of
common oral injuries situations (Tables 1 and 2). The
algorithm was taught during the lecture, and participants
received a laminated waterproof pocket-sized version of
the algorithm (Figs 1 and 2b), along with a list of
locations and telephone numbers of after-hour dental
clinics (Fig. 2a), for quick use in dental emergency
situations.

Discussion

Dental traumas comprise 2-8% of all military dental
emergencies, with a rate of 3 to 12 oral wounds per 1000
US and UK military personnel per year (16-19). Military
dental injuries are first seen by a medic or corpsman in
41% of the cases, by a physicianin 25%, and by a dentist in
only 7% (11). Despite that, military medics have inade-
quate knowledge of managing these situations (6, 11).

The main and critical role of the medic/corpsman in
most dental traumas, is to provide a temporary treat-
ment before the professional dental treatment, and
determine the urgency of the referring the patient to
the dental practitioner. Often, especially during military
operations, evacuation of soldiers to professional health
care is difficult, and such attempt can prevent the
completion of the operation. Thus the corpsman, as the
only available health care provider in the local area, has
to provide primary care and decide whether emergency
professional treatment is necessary. It is important to
emphasize that there is no intention that a medic/
corpsman will perform a dental diagnosis, prescribe
medications nor provide dental treatment other than
re-plantation of avulsed tooth, provide post-trauma diet
recommendations, administer over-the-counter mild-to-
moderate analgesics, local (external) antiseptic agent and
mouth-wash, and refer the patient to professional
evaluation (Table 2).

The algorithm based on the literature relates to the
prognosis of dental traumas in relation to first-aid
management and speed of professional treatment (20—
23). The most common dento-alveolar injuries, such as
uncomplicated crown fracture, tooth concussion and
sub-luxation, are defined as non-urgent, i.e., unlikely to
result in significant morbidity if not seen within 24 h by a
dental practitioner. Complicated tooth fracture can be
treated in a sub-acute (within 24 h) or delayed (after
24 h) approach (23). However, dental avulsion is defined
as real emergency situation that requires acute treatment
(21). Uncomplicated crown fracture that exposes the
dentin should be treated within 48 h (22) to prevent
bacterial penetration to the dentinal tubules (23, 24).
Restoration of enamel (only) fracture is not urgent, if
needed at all. Facial lacerations in an otherwise healthy
individual heal well regardless of the closure time, even
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Table 2. General comments for the medic/corpsman regarding managing of dento-alveolar wound, presented in the outer side of the

card (Fig. 2a)

Note: In all oral trauma cases, good oral hygiene with 0.1% chlorhexidine mouthwash, a soft and cold diet, as well as avoidance of smoking,
are recommended for several days. Mild to moderate analgesics can be useful. Avoid over-dose and/or over-medication. Re-evaluation must be
done 24 h post-injury to eliminate complications (e.g. infection, undiagnosed root fracture). Instruct the patient to seek professional dental care in
case of long term pain, mobility, swelling, color change or other disturbing changes in hard or soft tissues of the face and mouth. In any case of

doubt, consult with a dentist.

Fig. 1. The laminated (waterproof) card. The folded card is
pocket-sized.

after 19 h from the injury (25), in contrast to the ‘golden
period’ of 4-6 h from time of injury to close lacerations
in other parts of the body, to achieve a low infection rate
(26). Finally, the medics and corpsmen are instructed to
provide oral hygiene recommendations, with chlorhexi-
dine mouthwash, as maintenance of proper oral hygiene
has an important role in good healing of oral traumas
(20, 21).

The pocket-version of the algorithm includes a list of
after-hour military dental clinics (Fig. 2a), as previous
reports demonstrated the unavailability of this informa-
tion in dental trauma situations (27-29).

Dunne (30) and Ma et al. (31) demonstrated the use of
dental emergencies protocol and algorithm by patients,
emergency department physicians and dental office
secretaries. Ma et al. (31) developed written guidelines
of toothache management for patients and medical
practitioners (based of referral to evaluation in commu-
nity dental clinics and the use of non-steroidal anti-
inflammatory drugs). Correspondingly, there were
decreasing in the number of Emergency Department

Fig. 2. The (a) external and (b) internal sides of the Hebrew
card. (a) The external side includes the list of regional after-
hour emergency dental clinics and general comments for the
medic/corpsman regarding dento-alveolar trauma (the English
translation of the comments is presented in Table 2). (b) The
internal side includes the algorithm (the English version is
presented in Table 1).

visits for toothache (-28%), return visits (=54%), and
narcotic prescriptions written for dental pain (—-68%)
(31). Thus, written guidelines have the potential to alter
behavior and improve performance in urgent situations,
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even in a non-professional population. Future research is
needed, however, to evaluate the practical utilization of
the presented algorithm by the medics and corpsmen.
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