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Abstract: 

Background: Pediatric facial trauma is a common injury within the pediatric population, with various 

causes ranging from falls to motor vehicle accidents. While it is not typically life-threatening, facial trauma 

can lead to significant morbidity, particularly when associated with fractures, bleeding, or airway 

compromise. The roles of different healthcare professionals, such as dentists, pharmacists, and nurses, are 

critical in the management of these injuries. Pediatric patients present unique challenges due to their 

developmental stage, making management strategies distinct from those applied to adults. 

Aim: This article aims to explore the contributing roles of dentists, pharmacists, and nurses in managing 

pediatric facial trauma, particularly in the early stages following an injury. 

Methods: A comprehensive review of existing literature on pediatric facial trauma was conducted. The 

review focused on the etiology, epidemiology, clinical management, and the roles of healthcare providers in 

managing these cases. Special emphasis was placed on soft-tissue injuries, dental trauma, and related 

complications. 

Results: Pediatric facial trauma commonly results from blunt force and is most frequently seen in children 

aged 1-6 years. The initial management often involves pain control, wound care, and addressing any 

associated dental injuries. Dentists play a key role in managing dental fractures and avulsed teeth, while 

pharmacists contribute by ensuring the safe administration of analgesics and antibiotics. Nurses are 

essential in providing initial care, supporting pain management, and ensuring proper follow-up. 

Conclusion: Effective management of pediatric facial trauma requires a multidisciplinary approach 

involving dentists, pharmacists, and nurses. Each professional plays a pivotal role in ensuring that pediatric 

patients receive timely and comprehensive care, from initial stabilization to recovery. 
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Introduction: 

Trauma is the principal cause of injury and death within the pediatric population [1]. Among various types 

of trauma, head trauma is the most common in pediatric patients, although maxillofacial trauma is notably 

less frequent [2]. The term "facial trauma" encompasses a wide range of injuries, including damage to the 

soft tissue, bones, and neurovascular structures of the face. These injuries can result from any traumatic 

event affecting facial components such as the eyes, nose, mouth, bones, and skin. In pediatric patients, 

particularly infants, the larger skull size makes it more likely to sustain blunt force injuries as compared to 

the face. As children grow, injury patterns in adolescents become more comparable to those observed in 

young adults, with similar clinical presentation and management strategies. For the purpose of this section, 

"pediatrics" refers to patients who are under the age of 18. The majority of cases involving isolated pediatric 

facial trauma are typically confined to soft tissue injuries, nasal injuries, or dentoalveolar injuries. Although 

facial injuries in pediatric patients are often isolated, it is crucial to consider the possibility of concomitant 

head or neck trauma, as the presence of these injuries can complicate treatment and recovery. While facial 

injuries alone are rarely life-threatening, there are certain conditions, such as facial fractures, significant 

bleeding, oropharyngeal injuries, and particularly burns, which can present a serious threat to the airway 

and require immediate intervention. 

This section specifically addresses the pediatric-related care considerations for the initial clinical 

presentation of soft-tissue facial traumatic injuries. It is essential to note that several other related topics, 

such as pediatric facial fractures, pediatric abusive head trauma [3], pediatric head trauma [4], pediatric 

skull fractures [5], traumatic brain injury [6], pediatric spine trauma [7], and neck trauma [8], are 

extensively covered in other StatPearls articles. Further, specific concerns like tooth fractures [9], avulsed 

teeth [10], complex ear lacerations [11], auricular hematomas [12], tongue lacerations [13], penetrating 

head trauma [14], facial nerve trauma [15], ocular burns [16], blunt eye trauma [17], globe rupture [18], 

corneal abrasions [19], eyelid lacerations [20], and animal bites [21] are also discussed in depth across 

various resources. This comprehensive approach ensures that the pediatric patient presenting with facial 

trauma is assessed thoroughly for all potential complications and management strategies. 

Etiology of Pediatric Facial Trauma: 

Pediatric facial trauma is predominantly caused by blunt force, which can result from various incidents such 

as falls, motor vehicle collisions, bicycle injuries, sports-related accidents, or assaults. However, penetrating 

injuries, although less common, may also occur. The etiology of facial trauma in children varies with age. In 

infants, non-accidental trauma is a significant concern, while in adolescents, accidental self-injurious 

behavior, suicide attempts, and assaults are more frequently observed. Occupational exposure or injuries 

from weapons are less commonly associated with pediatric facial trauma. At birth, the skull is 

proportionally much larger than the face, a disparity that diminishes over time as the facial structures grow 

[2][22][23]. This anatomical feature predisposes infants, particularly those under five years of age, to 

sustain cranial injuries more frequently than facial injuries. Moreover, younger children possess more 

elastic bony and cartilaginous structures in the face, which have flexible suture lines, resulting in a tendency 

for fractures to remain minimally displaced when they occur. Consequently, the majority of facial trauma 

cases in younger children present as soft tissue injuries. Lacerations and contusions are common, 

particularly when sharp-edged bony structures come into contact with hard surfaces, such as floors, stairs, 

or furniture. This often leads to injuries on the chin, cheek, and forehead, commonly overlying the lower 

mandible, zygomatic arch, or superior orbital rim, respectively. 
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Figure 1: Pediatric Facial Trauma. 

Special Considerations in Pediatric Facial Trauma: 

Children are uniquely susceptible to specific facial injuries due to age-related behaviors, including 

accidental self-inflicted harm. One notable injury is a distinctive oral commissure electrical burn, which can 

occur if a child bites into or sucks on an active electrical cable [24]. This type of injury is characterized by 

arc burns that briefly affect the corner of the mouth. Unlike other forms of electrical burns, these injuries 

rarely cause deep tissue penetration and are not associated with cardiac arrhythmias. Due to the short 

duration of contact and the high intensity of heat, an eschar typically forms quickly, often seen at the first 

presentation. These injuries do not typically present with bleeding initially; however, providers should be 

aware that bleeding may occur after the eschar peels off, typically one to two weeks following the injury. 

Epidemiology of Pediatric Facial Trauma: 

Pediatric trauma results in over 11,000 deaths and more than 8 million emergency department (ED) visits 

annually [2][25]. Isolated facial injuries in children are generally limited to soft tissue damage, as significant 

force is required to cause fractures. In fact, fractures occur in only 8-15% of pediatric facial trauma cases 

presenting to the ED [26][27][28]. Soft tissue injuries, such as contusions and lacerations, are much more 

common, occurring in approximately 34 to 92% of facial trauma presentations in children. Additionally, 

about 15 to 69% of pediatric facial trauma cases involve dental injuries [28][29][30][31]. Among these, 

approximately 50% of soft tissue injuries present as lacerations, with the remainder consisting of 

contusions, abrasions, bites, and less frequently, burns or eye injuries [23][29][31]. Annually, more than 

22,000 pediatric dental trauma cases are reported, and between 10 to 60% of pediatric athletes experience 

dental trauma at some point during their sporting activities [32]. Despite the frequency of facial trauma, 

many minor cases are managed at home or in stand-alone clinics, leading to underreporting in hospital or 

systems-based data collection. 

Regarding gender distribution, neonates and toddlers typically show an equal or slightly male-biased 

representation. However, as children age, a pronounced male predominance is observed, with a male-to-

female ratio of approximately 2:1 to 4:1 in late adolescence [2][22][26][27][28][29]. Children aged between 

one and six years old represent the highest proportion of pediatric facial trauma cases, accounting for 26 to 

58% of all cases [28][29][30][31]. Mid-adolescence follows as the second most common age group for 

presentation of facial trauma [28][29][30][31]. The cause of facial trauma is strongly correlated with the 
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child's age. Falls and play-related injuries account for 38 to 55% of pediatric trauma cases, primarily in 

children under six years of age [28][29][33]. Other significant causes include motor vehicle collisions, 

sports-related injuries, and assaults, which contribute to 5 to 21%, 11 to 32%, and 4 to 17% of cases, 

respectively [28][29][33]. Assaults are particularly prevalent among adolescent males, while sports injuries 

are more evenly distributed across patients older than five years. 

History and Physical: 

History 

The patient’s history plays a crucial role in determining both the probable injury pattern and the level of 

suspicion for subtle injuries that may require more advanced imaging techniques [34]. Depending on the 

child's developmental stage, obtaining corroborative history from additional witnesses, such as parents, 

teachers, coaches, or emergency medical personnel, may be necessary. The patient's complaints may 

include head, facial, dental, ocular, or nasal pain, along with jaw stiffness, a sensation of sinus or nasal 

congestion, epistaxis, loose teeth, or subjective malocclusion. Other symptoms may include hearing loss, 

cough, facial tingling or numbness, vision problems, confusion, or a history of loss of consciousness. A 

thorough inquiry into the patient’s medical background, including medications, allergies, vaccination 

history, and the timing of the last oral intake, is essential, particularly when procedural sedation is 

anticipated. 

Physical Exam 

The physical examination in pediatric patients holds particular significance compared to adults, as younger 

children may be nonverbal or unable to provide a detailed history. The initial evaluation of any significant 

traumatic injury should adhere to the advanced trauma life support (ATLS) guidelines. Severe facial injuries 

may be associated with airway compromise, traumatic brain injuries, neck or spinal trauma, or other 

substantial injuries. Once the trauma survey has been completed and the patient stabilized, a more focused 

examination of the facial structures is critical. Even when a facial injury appears to be isolated, and ATLS 

protocols are not immediately required, it is essential to conduct a comprehensive skin and musculoskeletal 

examination to identify any other concomitant injuries. A calm and cooperative pediatric patient enhances 

the efficacy of the examination. Techniques such as holding the child on a parent's lap, administering pain 

relief, and using anxiolytics or distraction strategies can significantly improve the success of the 

examination [35][36]. When performing a facial examination, it is important to approach it systematically, 

moving from top to bottom, lateral to medial, and superficial to deep, to ensure that no injuries are 

overlooked. 

Musculoskeletal and Skin 

For lacerations or wound assessments, the depth of the injury should be carefully noted, and the underlying 

structures, including muscles, tendons, blood vessels, nerves, salivary ducts, and fascial planes, should be 

gently explored for potential damage. The presence of fat in the cheek is a concerning sign that may indicate 

nerve or duct injury, warranting consultation with a facial specialist [37][38]. Special attention should be 

paid to assessing both sensation and motor function within the dermatomes of the facial and trigeminal 

nerves. Traumatic facial nerve palsy is particularly associated with temporal bone fractures, although 

penetrating trauma may directly damage either the facial or trigeminal nerves [15][39]. Some degree of 

stiffness and pain during range-of-motion tests is to be expected. While bony tenderness and significant 

soft tissue swelling are often the most evident signs of facial fractures, crepitus overlying the sinuses can 

also suggest the presence of a fracture [23]. 

Eyes 

For cases without direct trauma to the eyes and without reported or apparent visual acuity loss, a visual 

inspection, along with the assessment of pupillary response and extraocular movement, is sufficient. The 

eye examination should be performed early in the patient's evaluation, as periorbital swelling can become 

extensive, making it difficult to examine the eye if delayed. It is essential to check for brisk, equal, and 
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symmetrical pupillary response to light, intact extraocular movements, and normal visual acuity, with 

corrective lenses if necessary. An abnormal pupillary response, especially asymmetry in pupil size, raises 

significant concern for intracranial hemorrhage. An inability of the eye to fully range is indicative of 

potential entrapment of the responsible extraocular muscle. The presence of chemosis or subconjunctival 

hemorrhage is a red flag for blunt eye trauma, which is further addressed in the relevant StatPearls article 

“Blunt Eye Trauma” [17]. 

Ears 

The external ear examination should focus on detecting hematomas or lacerations involving exposed 

cartilage. Management of these conditions is further discussed in the corresponding StatPearls articles 

[11][12]. The internal ear exam should primarily evaluate the integrity of the tympanic membrane and the 

presence of hemotympanum, which is indicative of a potential basilar skull fracture. Gross hearing 

assessment can also be performed. 

Nose 

The nasal examination should center on assessing swelling, palpating the bony and cartilaginous structures, 

and verifying whether the nasal bridge remains midline. Providers should compare the current appearance 

with photographs taken prior to the injury. It is also important to inspect the nasal cavity for a septal 

hematoma, foreign bodies, and active bleeding. In cases of epistaxis, efforts should be made to determine 

the site of bleeding, although traumatic epistaxis is commonly anterior in origin [40]. 

Mouth 

Examination of the lips, mucous membranes, tongue, teeth, and posterior oropharynx should be thorough. 

Evaluation for fractures or dislocations includes assessing for trismus, bony tenderness, malocclusion, or 

dental laxity through palpation. Gingival tears or ecchymosis may indicate an underlying mandibular or 

maxillary fracture. For mucous membrane lacerations, it is important to determine whether they are deep, 

gaping, or through-and-through. 

Evaluation 

Laboratory studies are typically not necessary for pediatric patients with isolated facial injuries, as they 

may lead to increased discomfort and anxiety in younger individuals. For suspected facial fractures, the 

initial radiographic evaluation should involve a computed tomography (CT) scan. Plain film X-rays can be 

useful for dental evaluations, but if only soft tissue injuries are present, no further imaging is required. 

Likewise, if a nasal fracture is suspected in isolation, neither plain film nor urgent CT imaging is indicated 

[2][22]. In the case of deep or complex lacerations, referral to a specialist in facial surgery, such as a plastic 

surgeon, otolaryngologist, or maxillofacial surgeon, may be warranted. For patients exhibiting any ocular 

complaints or abnormalities during the examination, and if globe rupture is suspected, it is critical that no 

pressure, such as tonometry, be applied to the eye [17]. A Seidel test with fluorescein can assist in evaluating 

the possibility of globe rupture [41]. In a cooperative patient, the use of a slit lamp exam with fluorescein 

can assist in detecting corneal foreign bodies, hyphema, cells and flare, or corneal abrasions. The pooling of 

fluorescein at the medial canthus, especially near a laceration, may indicate a lacrimal duct injury. 

Tonometry should be performed if there is any alteration in vision, primarily to assess for retrobulbar 

hematoma [17]. Point-of-care ocular ultrasound, when conducted by a skilled operator, can aid in evaluating 

the presence of orbital lens dislocation, vitreous hemorrhage, retinal detachment, or elevated intracranial 

pressure [42][43]. 

Treatment / Management 

For most pediatric patients presenting with facial soft tissue trauma, particularly isolated contusions or 

abrasions, conservative measures such as local wound care, application of ice, rest, and anti-inflammatory 

pain management are typically sufficient. More advanced management strategies are outlined below. 
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Anxiolysis and Pain Control 

While distraction techniques often provide the safest and most rapid method of anxiolysis and pain control 

in pediatric trauma patients, pharmacological intervention is frequently required for certain procedures 

[35][36]. Sucrose solutions may be utilized for neonates and infants under six months of age [36]. 

Acetaminophen and ibuprofen are both appropriate initial options for general pain relief following minor 

pediatric trauma. If the patient can tolerate it, ice can help alleviate pain and reduce swelling, particularly 

in cases of contusions. Popsicles or frozen teething toys can serve as both a distraction and a means to 

reduce pain and swelling, especially in the case of intraoral injuries. 

Inhaled and Intranasal Agents 

Inhaled pharmacological agents, such as nitrous oxide, may be considered, especially in circumstances 

where intranasal agents are contraindicated, or when a brief, detailed examination, such as of the ear, eye, 

or mouth, is necessary without sedation for a patient who is unwilling or unable to cooperate with the 

procedure [36][44]. Intranasal agents include fentanyl for pain management and ketamine or midazolam 

for anxiolysis or sedation [36][45]. The use of intranasal medications may also help avoid the need for 

intravenous access. 

Topical Agents 

For procedures requiring topical anesthesia, such as intravenous access or wound care, the early 

administration of topical local anesthetic agents should be considered, ensuring sufficient time for the agent 

to take effect before re-assessment. Traditionally, a compounded mixture of lidocaine-epinephrine-

tetracaine (LET) has been preferred for open wounds. Although some commercial products may have 

package insert restrictions against their use on open wounds and are not FDA-approved for this application, 

evidence supporting these restrictions is not definitive. Commercial products have demonstrated safety and 

efficacy when applied directly to wounds [36][46][47][48]. The choice of agent should depend on factors 

such as availability, time to onset, and formulation (with gels or ointments being more effective than 

liquids). 

Nerve Blocks 

Nerve blocks, which are underutilized in pediatric care, can provide anesthesia with fewer needle insertions 

and smaller volumes of anesthetic agents, making them especially useful for laceration repairs or dental 

injuries [48][49]. Facial nerve blocks can be performed by palpating anatomical landmarks and do not 

require advanced imaging or specialized equipment. Long-acting local anesthetics may offer prolonged 

analgesia for dental injuries. Specific nerve blocks are addressed in other resources, including StatPearls 

[50][51][52][53]. 

Antibiotics and Vaccination 

For open wounds or dental avulsions, it is important to verify the patient's vaccination status. Tetanus is 

included in the pediatric vaccine series, so if the patient’s vaccinations are up to date, they are protected. 

For well-cleaned wounds requiring closure, systemic antibiotics are generally unnecessary [23]. However, 

deep wounds, bites, contaminated injuries, or those left untreated for more than 24 hours should receive 

empirical antibiotic treatment. 

Lacerations and Wounds 

Simple Lacerations 

Once pain and anxiety are adequately managed, it is essential to clean the wound thoroughly before 

attempting repair. A generous, high-pressure irrigation significantly reduces the risk of infection [48]. Small 

lacerations (less than 4 cm in length) located in areas of the face that are not under significant tension can 

generally be closed with a tissue adhesive [54]. Simple lacerations are typically repaired by emergency 

medicine or urgent care providers. Absorbable or non-absorbable sutures may be used, though for younger 

patients, particularly those requiring sedation, the use of fast-absorbing suture material may avoid the need 
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for potentially traumatic suture removal, while still yielding similar cosmetic and infection rate outcomes 

[11][20][23][55][56]. Facial sutures should typically remain in place for 3-5 days before being reassessed 

for healing and removal if non-absorbable sutures were used [46]. Non-absorbable sutures are generally 

composed of nylon or polypropylene, while deep absorbable sutures for complicated facial wound repair 

are typically made of polydioxanone, polyglactin, or polyglycolic acid [48]. Absorbable sutures that act 

quickly, such as fast-absorbing gut, are appropriate for surface wounds. If absorbable sutures are used that 

take longer to fully absorb, the sutures should be removed or trimmed at the usual 3-5 day mark to minimize 

irritation or scarring. For younger children, covering the wound with a sterile dressing can help reduce the 

likelihood of the child touching or irritating the wound. There is no conclusive evidence indicating that 

topical ointments (either sterile petroleum gel or antibiotic-containing) influence wound healing or 

infection rates. However, applying these products is unlikely to cause harm and is reasonable for closed 

wounds [23][46]. 

Dog Bites 

A comprehensive discussion of animal bite management can be found in StatPearls under the article "Bites, 

Animals." Dog bites to the face should generally be treated with amoxicillin-clavulanic acid [21]. Although 

dog bites to the face may benefit from wound closure for improved cosmetic outcomes, this approach may 

also increase the risk of infection [57]. 

Intraoral Lacerations 

The management of tongue lacerations is described in detail in StatPearls under the article "Tongue 

Lacerations." However, there are specific pediatric considerations to keep in mind. Intraoral lacerations are 

common in children and can be difficult to repair, often requiring procedural sedation. The rich vascular 

supply to this area promotes rapid wound healing, meaning that only through-and-through wounds 

involving the lip, cheek, or tongue generally need to be repaired [58][59]. Mucosal wounds only need to be 

approximated sufficiently to prevent food from becoming trapped. 

Wounds Requiring Specialist Care 

Wounds in cosmetically or structurally complex regions should be considered for exploration and closure 

by a specialist in facial or ophthalmologic surgery, either at the bedside or in the operating room. These 

typically include injuries to the eyelid, ductal or cartilaginous structures, suspected nerve injuries, and, 

depending on the comfort level of the provider, may involve the vermillion border, nasolabial fold, or ear. 

Facial wounds can also be closed up to 24 hours post-injury, so follow-up with a specialist for closure the 

following day may be an option. Nasal contusions and swelling are typically treated with ice application. 

Septal hematomas should be drained, and packing should be applied [60]. Traumatic epistaxis usually 

resolves with ice and pressure, although thrombogenic or vasoconstrictive agents (such as oxymetazoline), 

cauterization, or packing may be necessary [40]. Auricular hematomas should be drained and covered with 

a pressure dressing [12]. Small perforations of the tympanic membrane (less than 25-33% of the tympanic 

membrane area) without other otic injuries and with minimal hearing loss can typically be monitored by a 

primary care provider. For moderate hearing loss or larger tympanic membrane defects, otolaryngology 

follow-up should occur within four weeks. Patients should be advised to keep the ear dry while the 

tympanic membrane heals, including avoiding swimming and exercising caution during bathing [63]. In 

cases of perforation with water contamination, antibiotic ear drops like ciprofloxacin may be prescribed. 

Management of dental injuries, such as fractures and avulsions, is discussed in other resources [9][10]. 

However, it is important to note that in pediatric patients, secondary (permanent) teeth that are avulsed 

can be re-implanted and splinted. Conversely, primary (deciduous) teeth should not be re-implanted if they 

are completely avulsed, as this can damage the underlying permanent tooth. A dentist will typically evaluate 

the exam and radiographs of the affected area to determine if orthodontic treatment or space maintenance 

is needed for the proper eruption of the permanent tooth. Burn evaluation and management are covered 

elsewhere [16][64]. Patients with facial or electrical burns, or those with multiple traumatic injuries, should 

be referred to a trauma or burn center, or they should follow up with a burn specialist in an outpatient 
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setting [64]. Isolated oral commissure burns, even when caused by electrical injuries, do not typically 

require transfer to a burn center. Comprehensive management of eye trauma is discussed in other resources 

[16][17][18]. In general, ophthalmology should be consulted for any traumatic eye injury accompanied by 

vision deficits, particularly if globe rupture, extra-ocular muscle entrapment, or retrobulbar hematoma is 

suspected [17][18]. 

Differential Diagnosis 

Facial trauma in pediatric patients may be associated with multiple injury sites, ranging from minor to 

severe, particularly in high-energy blunt force trauma, such as motor vehicle accidents. It is essential to also 

consider high-risk scenarios contributing to trauma, including assault or neglect, which may involve 

inadequate supervision leading to self-inflicted injuries. The evaluation of pediatric facial trauma 

necessitates consideration of a range of potential injuries, including bony injuries such as mandibular 

dislocation, facial bone fractures (which may involve the sinuses), skull fractures, and spinal fractures or 

cervical instability. Cartilaginous injuries, dental fractures, and avulsions must also be considered. 

Additionally, various types of wounds are common, including lacerations and abrasions, some of which may 

be intraoral, along with penetrating injuries such as stab or gunshot wounds, as well as bites from animals 

or humans. Other injuries to consider include contusions and swelling, epistaxis, septal hematoma, 

auricular hematoma, tympanic membrane perforation, inhalation injuries, and burns, which may include 

chemical, thermal, or electrical causes. Ocular injuries, such as extra-ocular muscle entrapment, globe 

rupture, retrobulbar hematoma, or corneal abrasion, should also be assessed. Other notable injuries include 

ductal and glandular damage, nerve injuries, vascular injuries, and psychosocial trauma, as well as spinal 

cord injuries, traumatic brain injury, and concussion. In terms of injury etiology, non-accidental trauma 

(such as shaken baby syndrome), assault (including intimate partner violence), suicide attempts, and 

irritant exposure (such as inhalation injuries) should also be considered during evaluation. 

Prognosis 

The prognosis for most cases of pediatric facial trauma is highly favorable, particularly in the absence of 

underlying fractures. Even in the presence of fractures, children exhibit an exceptional capacity for bone 

remodeling, which reduces the need for surgical intervention and minimizes the risk of enduring bony 

deformities. The most frequent long-term consequence is scarring, especially from burns or lacerations 

near sensitive areas like the lips or around the eyes. While typically cosmetic in nature, scarring in these 

regions can result in functional deficits. However, scarring can be mitigated with the consistent application 

of sunscreen to the affected areas for 6-12 months after sutures are removed or adhesives have dissolved 

[65]. 

Complications 

The potential complications of pediatric facial trauma, typically appearing later in the recovery process, 

include infection—especially following burns or animal bites—delayed bleeding, particularly from labial 

arterial injuries due to electrical cord contact, and the necessity for advanced dental repairs. Long-term 

dental concerns, including the need for orthodontic intervention, may arise. Additional complications 

include scarring, keloid formation, delayed psychosocial consequences, and posttraumatic facial pain. 

Deterrence and Patient Education 

While trauma is often unpredictable, preventive measures can reduce the frequency and severity of such 

injuries. Vigilance in screening for risks of child abuse or unsafe home environments is crucial for all 

children. For older children and adolescents, screening should extend to evaluating risks for self-harm, 

intimate partner violence, and engagement in hazardous activities. The use of appropriate vehicle safety 

restraints has been shown to reduce both mortality and morbidity, providing significant benefits for 

patients of all ages [66][67]. Moreover, the use of protective gear during recreational and sporting activities, 

adherence to coaching and trainer guidelines for proper techniques, and the avoidance of actions that may 

increase injury risk are all important recommendations to help minimize the occurrence of traumatic 

injuries [32][68][69]. 
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Other Issues 

For patients with dental injuries or significant jaw pain, a soft or liquid diet, along with the avoidance of 

extreme food temperatures, should be advised. In addition, prescriptions for liquid forms of the patient’s 

regular medications may be necessary to accommodate their needs. The majority of pediatric facial trauma 

cases can be managed by a primary care provider, such as a pediatrician. However, certain injuries may 

require specialized aftercare, even if no immediate consultations are necessary. For example, oral 

commissure burns should be reassessed by a burn or plastic specialist in an outpatient setting. Additionally, 

injuries to the teeth should be followed by a dentist. In instances where imaging (e.g., CT scans or X-rays) 

was obtained during the initial evaluation, a copy of the images should be provided to the patient’s 

guardians to prevent unnecessary repeat radiography during follow-up visits. 

Enhancing Healthcare Team Outcomes 

Pediatric facial soft tissue trauma is a common occurrence, with mild cases often managed at home or by a 

general pediatrician or family medicine provider. However, more complex cases—particularly those 

involving lacerations or additional injury sites—typically require care in an emergency department or 

urgent care setting. The team managing these cases typically includes emergency department physicians 

and nurses. When necessary, specialists in pediatric care and other consultants, such as social workers, may 

become involved, depending on the nature of the injury. While facial injuries are rarely life-threatening, a 

collaborative team approach is essential to ensure that subtle, yet significant injuries, which may suggest 

more severe trauma, are not overlooked. This approach also helps to prevent preventable complications, 

such as infections. 

Nursing Care Plans: 

A nursing care plan (NCP) is a vital tool used in clinical settings to provide structured, evidence-based care 

to patients, ensuring that nursing interventions align with individual patient needs. The NCP is an essential 

component of the nursing process, which includes assessment, diagnosis, planning, implementation, and 

evaluation. It serves as a detailed framework for nurses to prioritize patient care, monitor progress, and 

ensure outcomes are achieved effectively and efficiently. This systematic approach enhances the quality of 

care, fosters collaboration among healthcare providers, and ultimately promotes patient recovery and well-

being. The first step in developing an NCP involves a comprehensive assessment of the patient. This includes 

the collection of subjective and objective data through interviews, physical exams, and diagnostic tests. 

Nurses assess various aspects of the patient's health, including physiological, psychological, social, and 

cultural factors that could influence their condition and care. It is essential to consider both the patient's 

immediate needs and long-term goals during this stage. This thorough assessment provides the foundation 

for accurate nursing diagnoses, which reflect the patient's health status and identify specific problems that 

require attention. Once the assessment is complete, the nurse formulates the diagnosis, which is a critical 

part of the NCP. Nursing diagnoses are clinical judgments about individual, family, or community responses 

to actual or potential health problems or life processes. The use of standardized nursing diagnosis 

classifications, such as the North American Nursing Diagnosis Association (NANDA), helps ensure clarity 

and consistency in the identification of patient problems. These diagnoses guide the selection of 

appropriate interventions and inform the establishment of patient-centered goals that address the 

underlying issues. The planning phase of the nursing care plan focuses on identifying specific, measurable, 

achievable, relevant, and time-bound (SMART) goals for the patient. These goals are tailored to address the 

identified nursing diagnoses and are aimed at improving the patient’s health and preventing complications. 

Effective planning requires collaboration between the patient, their family, and the interdisciplinary 

healthcare team, ensuring that the proposed interventions are culturally sensitive and aligned with the 

patient's preferences and values. Nurses must prioritize goals based on the severity of the patient's 

condition and available resources. 

Once the planning phase is complete, the implementation phase involves executing the nursing 

interventions identified in the care plan. These interventions may include administering medications, 

providing wound care, offering psychological support, educating the patient and their family, or 
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coordinating with other healthcare providers. Nurses must ensure that interventions are evidence-based 

and tailored to the individual needs of the patient. Effective implementation requires clear communication, 

critical thinking, and adaptability, as patient conditions may change rapidly, necessitating modifications to 

the care plan. The final phase of the NCP is evaluation, which involves assessing the patient’s progress 

toward the established goals. Nurses evaluate both the effectiveness of the interventions and the patient’s 

response to care. This phase is essential for determining whether the nursing care plan needs adjustment. 

If the goals have been met, the nurse can continue to monitor the patient for any potential issues. If the 

goals have not been achieved, the nurse must revise the plan, considering alternative interventions or re-

evaluating the diagnosis. Ongoing evaluation ensures continuous improvement in patient care and 

contributes to enhanced clinical outcomes. In summary, nursing care plans are essential tools for delivering 

high-quality, patient-centered care. They provide a systematic and organized approach to care delivery, 

enabling nurses to address patient needs comprehensively. Through careful assessment, accurate diagnosis, 

strategic planning, focused implementation, and ongoing evaluation, nursing care plans promote optimal 

patient outcomes and contribute to the overall effectiveness of the healthcare team. 

Conclusion: 

Pediatric facial trauma remains a prevalent concern in emergency medicine, often arising from various 

mechanisms such as falls, motor vehicle accidents, and sports injuries. While these injuries are typically not 

life-threatening, they can lead to significant complications if not properly managed. A multidisciplinary 

approach involving dentists, pharmacists, and nurses is crucial to the effective treatment of these injuries, 

particularly in the initial management phase. Dentists are essential for addressing dental injuries, including 

fractures, dislocations, and avulsions, which are common in pediatric trauma cases. Their expertise ensures 

the preservation of dental function and aesthetics, significantly contributing to the child's recovery. In cases 

of facial fractures involving the teeth or jaw, timely intervention can prevent long-term complications such 

as malocclusion or loss of teeth. Pharmacists play an integral role in the management of pediatric facial 

trauma by ensuring the proper use of medications. Given that pediatric patients may have different 

pharmacokinetics and responses to medications than adults, pharmacists must carefully consider 

appropriate dosing for analgesics, antibiotics, and other necessary drugs. Their role is critical in preventing 

medication errors and managing any adverse reactions, particularly in children with multiple injuries or 

pre-existing conditions. Nurses, who often have the most direct and frequent contact with pediatric trauma 

patients, are instrumental in providing comfort and support to both the child and family during the 

treatment process. They ensure that the initial assessment is thorough, assist in pain management, and 

educate families about follow-up care and possible complications. Their role extends to facilitating referrals 

to specialists, such as plastic surgeons or maxillofacial surgeons, when necessary. In conclusion, the 

successful management of pediatric facial trauma depends on the collaborative efforts of healthcare 

providers, particularly dentists, pharmacists, and nurses. Each professional brings valuable expertise to 

ensure that the child receives comprehensive care tailored to their specific needs. Future studies should 

continue to explore the evolving roles of these professionals in the management of pediatric trauma to 

improve patient outcomes. 
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 مراجعة محدثة -إصابات الوجه عند الأطفال: الدور المساهم لأطباء الأسنان والصيادلة والممرضين 

 :الملخص

مهددة للحياة   إصابات الوجه عند الأطفال هي إصابة شائعة ضمن فئة الأطفال، وتتنوع أسبابها من السقوط إلى حوادث السيارات. وعلى الرغم من أنها ليست  الخلفية: 

إن دور مختلف المهنيين في الرعاية عادة، إلا أن إصابات الوجه قد تؤدي إلى مضاعفات كبيرة، خاصة عندما ترتبط بالكسور أو النزيف أو التأثير على مجرى التنفس.  

مراحلهم التنموية، مما يجعل  الصحية، مثل أطباء الأسنان والصيادلة والممرضين، أمر بالغ الأهمية في إدارة هذه الإصابات. يعرض المرض ى الأطفال تحديات فريدة بسبب 

طبق على البالغين
ُ
 .استراتيجيات العلاج مختلفة عن تلك التي ت

 .راحل الأولى بعد الإصابةيهدف هذا المقال إلى استكشاف الأدوار المساهمة لأطباء الأسنان والصيادلة والممرضين في إدارة إصابات الوجه عند الأطفال، خاصة في الم  الهدف: 

وأدوار مقدمي الرعاية    تم إجراء مراجعة شاملة للأدبيات الحالية المتعلقة بإصابات الوجه عند الأطفال. ركزت المراجعة على الأسباب والأوبئة والعلاج السريري   الطرق: 

 .ذات الصلةالصحية في إدارة هذه الحالات. تم التركيز بشكل خاص على الإصابات في الأنسجة الرخوة، إصابات الأسنان، والمضاعفات 

شاهد بشكل متكرر في الأطفال الذين تتراوح أعمارهم بين    النتائج: 
ُ
سنوات. تشمل إدارة    6-1غالبًا ما تحدث إصابات الوجه عند الأطفال نتيجة للقوة المفرطة، وهي ت

سيًا في إدارة كسور الأسنان والأسنان المفقودة،  الحالة الأولية عادة التحكم في الألم، العناية بالجروح، ومعالجة أي إصابات أسنان مرتبطة. يلعب أطباء الأسنان دورًا رئي

لية، ودعم إدارة الألم، وضمان بينما يساهم الصيادلة في ضمان إعطاء مسكنات الألم والمضادات الحيوية بشكل آمن. يُعد الممرضون جزءًا أساسيًا في تقديم الرعاية الأو 

 .المتابعة السليمة

في ضمان تلقي  يتطلب إدارة إصابات الوجه عند الأطفال نهجًا متعدد التخصصات يشمل أطباء الأسنان والصيادلة والممرضين. يلعب كل محترف دورًا محوريًا الخلاصة: 

 .المرض ى الأطفال رعاية شاملة وفي الوقت المناسب، بدءًا من الاستقرار الأولي وحتى التعافي

 .صاباتإصابات الوجه عند الأطفال، أطباء الأسنان، الصيادلة، الممرضون، إصابات الأطفال، إصابات الأسنان، إصابات الأنسجة الرخوة، إدارة الإ  الكلمات المفتاحية: 


