
ABSTRACT

. 

 The typical history is of a sharp object held in the patient's mouth 

causing an injury after a sudden movement Management of penetrating injuries in the head and neck 

region depends on the nature and extent of the injury and typically resolves with minimal intervention. 

An immediate assessment and treatment include the avoidance of potentially life-threatening complications 

such as airway problems, excessive bleeding and an assessment of the neurological status. 

 this 

 

Children often present to the emergency departments with impalement injuries of the oral cavity due to 

greater tendency for playing with objects held in mouth It is not uncommon to see direct penetrating injuries 

of different areas of oral cavity in children.

. 

Studies have 

shown a very low occurrence of serious injury and support outpatient observation similar to that after minor 

head injury. Laceration repair is suggested for retained foreign bodies, through and through injury or if a large 

hanging flap is present; should be undertaken based upon clinical judgement and for large, gaping 

injuries with foreign bodies and when perforating.

As an optimal treatment remains undefined, we present a case report of an 8 year old boy of impalement 

injury of the soft palate managed by conservative method. 
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INTRODUCTION: 

Impalement injuries are relatively common in 

children and have an estimated annual incidence of 

1-2% of all pediatric traumas. The history typically 

is of any sharp object like a pencil, toothbrush or 

stick held in the patient's mouth while running or 

playing, causing an injury after an abrupt 

movement. Other common injuries that may occur 

in the mouth include cuts or tears on the tongue, 
[1,2]

tonsils or inside the cheek . Most often these 

injuries are not so serious and usually heal 

spontaneously or with minimal intervention within 

a few weeks and can be managed on an outpatient 

basis. Though innocuous in appearance, for a small 

proportion of children, these type of injuries can 

result in several complications requiring active 

management, some of which are potentially life- 
[2]threatening

 Presently, hospitalization is not warranted in most 

cases if a reliable home environment exits.  

However, due to no evidence base or clear, accepted 

norms on a particular management protocol; most 

of these injuries are managed by conservative 

approach followed by observation since the initial 

symptoms are l imited with few further 
[1]

complications or long term sequelae.  

The present report describes the case of an 8 year 
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old child managed by conservative method. 

CASE REPORT:

An 8 year old male child accompanied by his parent 

reported to our department with the chief 

complaint of cut in the roof of the mouth due to a 

wooden stick. History revealed that the child was 

playing with a wooden stick held in his mouth and 

jumped from a height pricking himself in the palate. 

The patient`s attendant then immediately pulled 

out the stick carefully and did not notice any 

significant bleeding. The child subsequently 

presented to us with a penetrating injury of the soft 

palate of approximately 5x4cms in its largest 

diameter (Fig 1). 

On examination, the patient's airway seemed 

secured, but there was significant amount of clotted 

blood and mucous in the oral cavity. Intra-oral 

examination revealed a penetrating injury of the 

soft palate and no other signs of similar injuries 

intra-orally. An occlusal view of maxilla and PNS 

view was then advised to rule out presence of any 

foreign particle or other trauma to adjacent hard 

tissues. After radiological confirmation ruling out 

any damage to adjacent structures, a conservative 

line of management was decided as the patient 

cooperated well with the proceedings. Under strict 

aseptic precaution, skin preparation was done with 

savlon followed by betadine painting extra-orally. 

Topical anaesthesia with Lidocaine 10% spray was 

administered on the palate. The laceration 

measuring approximately 5x4 cms in its largest 

diameter, was extending approximately 5 cms 

behind rugae upto the soft palate with hanging 

mucosal flaps.

So local anaesthesia was then secured using 

Lignocaine Hydrochloride 2% of bilateral greater 

palatine and incisive nerve block. The wound was 

debrided, cleaned meticulously and primary 

closure achieved with absorbable 3-0 polyglactin 

sutures. (Fig 2)

The patient tolerated the procedure well and was 

kept under observation. On discharge, he was given 

a 5-day course of syrup Amoxicillin 325mg, and 

syrup Ibuprofen and Paracetamol. The patient was 

advised oral hygiene maintenance, soft diet and 

recalled for follow-up the next day.

As a precautionary measure to stabilize the primary 

closure from contamination and wound dehiscence, 

a palatal splint was planned. A maxillary impression 

with alginate was made and clear acrylic splint 

prepared covering the whole palate. (Fig 3)
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The patient was instructed to wear the splint during 
thday time for a week. The patient was reviewed at 7  

thand 15  day interval post-operatively. The mucosal 

defect healed well with no inadvertent post 

operative symptoms. (Fig 4)

DISCUSSION  

Impalement injuries of the oral cavity are 

common in children, as they tend to use various 

objects for oral stimulation, and also more 

likely to fall. The mechanisms of injury in 

decreasing order of frequency are: falling on an 

object carried in the mouth, direct force applied 

to an object being held in the mouth or falling 

/running into a stationary object with the 
[3]mouth open . If direct force is applied to the 

object by a fall or collision with a person/ 

object, it may result in impalement of the object 

in the oral cavity.

Wounds are frequently observed in the soft and 

hard palates and buccal mucosa. A brief 

episode of intraoral bleeding is common, but 

continued bleeding is rare because it usually 

subsides or stops spontaneously. Though 

impalement injury looks less threatening, it 

may lead to serious complications. Penetration 

of the palate and pharynx can directly damage 
[8].the brain and induce carotid artery injury 

T h e r e f o r e ,  c o m p u t e d  t o m o g r a p h i c  

examination is necessary to identify the 

location, pathway of the penetrating object, and 

relation to the adjacent anatomic structures.

Angiography should be considered in 

suspected cases with carot id artery 
.[7,8]thrombosis

Treatment for impalement injuries in the oral 

cavity should begin with resolving acute life-

threatening conditions, including airway 

obstruction, hemorrhage, and shock, if any; 

however, most impalement injuries are not 

serious and can be managed on an outpatient 

[1,3,7,8]basis . Most injuries heal spontaneously or 

with minimal intervention. Even gaping 

through-and-through wounds of the palate 

have been reported to heal spontaneously.  

Surgical intervention should be performed only 
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in cases of large, avulsed, or hanging flaps or 

those for which exploration of the wound and 

removal of possibly retained foreign bodies are 

required as sutures may cause further damage 

and delay healing in some cases. Prophylactic 

antibiotics should be prescribed to prevent 

possible infection. The wound usually heals 

[4]well in a few weeks with minimal scarring. 

Hospitalization is required for patients in 

whom complications are anticipated. Critical 

complications of impalement injuries of the 

oral cavity are deep infection and neurologic 

[ 8 ]sequelae .  The oral wound may be 

contaminated with local flora or contaminants 

from the impaled object. The close proximity 

between the retropharyngeal space and the 

oral cavity may lead to the spread of infection 

a n d  f u r t h e r  c o m p l i c a t i o n s ,  s u c h  a s  

retropharyngeal abscess and mediastinal 

sepsis from penetrating oral trauma.

Intracranial complications, such as meningitis 

and brain abscess, have also been reported. 

Neurologic sequelae secondary to carotid 

artery

[8].injury are rare but a serious complication 

Caldwell first reported a case of carotid artery 

[5,8]injury from transoral trauma in 1936 . The 

carotid artery can be susceptible to injury 

because of its anatomic proximity to the lateral 

oropharynx and compression of the artery

against the vertebrae or base of the skull results 

in disruption of the intima, resulting in 

 

 

 

 

 

 

 

 

  

 

[6,7,8]thrombus formation or an aneurysm.

Although most impalement injuries are not 

serious and heal spontaneously or with 

minimal intervention, the rare but critical 

complication described above may occur in few  

patients; therefore, treatment protocols, such 

as hospitalization and observation for 48 to 72 

hours, have been recommended for the 

management of these patients. However, recent 

clinical guidelines have recommended that 

these patients be managed on an outpatient 

basis with parental instructions for possible 

complications and close follow-up. Close 

observation should be done for 48 to 72 hours 

to check for symptoms such as a decreased level 

of consciousness, irritability, vomiting, 

headache, convulsion, blurred vision, 

weakness of the arm or leg, neck swelling, or 

bleeding from the mouth. If any of these 

symptoms develop, the doctor should be 

immediately intimidated. If appropriate home 

observation by parents is unfeasible because of 

social or other issues, hospitalization is 

recommended to monitor the appearance of 

a ny  c l i n i c a l  s i g n s  w i t h  d e va s t a t i n g  

[3,8]consequences .

In conclusion, most impalement injuries in the 

oral cavity in children heal spontaneously or 

with minimal intervention. These children can 

be treated on an outpatient basis with 

instructions to their parents regarding possible 

complications, except for a few selected cases.
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