
62 CHAPTER!3 Paediatric dentistry

The child with toothache
When faced with a child with toothache, pulpal or periodontal pathology 
are the commonest causes. The dentist has to use clinical acumen to try 
and determine the state of  the a"ected tooth/teeth, as this will decide the 
Rx required (Table!3.#). To that end the following investigations may be 
employed:

History Take a pain history (see E Dental pain, p. 222) from the child 
and parent. Beware of  variations in accuracy; anxious children may deny 
being in pain when faced with an eager dentist, whereas parents who feel 
guilty for delaying seeking dental Rx may exaggerate pain. Remember some 
pathology is painless, e.g. chronic periradicular periodontitis.

Examination Swelling, temperature, lymphadenopathy? Intraorally look 
for caries, abscesses, chronic buccal sinuses, mobile teeth (? due to exfolia-
tion or apical infection), and erupting teeth.

Percussion Can be unreliable in children. Gentle $nger pressure $rst. 
Care needed to establish a consistent response and compare with unaf-
fected ‘control’ teeth.

Sensibility testing Using thermal (e.g. ethyl chloride on cotton wool) 
or electrical stimulation. Again, establish a consistent, reliable response 
on a ‘control’ tooth before testing the tooth/teeth in question. Check for 
false-positives, by altering the intensity of  stimulus (e.g. cotton ball with 
ethyl chloride, followed by a dry cotton ball). Less reliable in primary teeth.

Radiographs Bitewing X-rays may be useful. Not only are they less 
uncomfortable for small mouths than periapicals, but they also often show 
the bifurcation area where radiolucency secondary to periodontitis is often 
$rst apparent.

Diagnosis Fleeting pain on hot/cold/sweet stimuli!=!reversible pulpitis. 
Longer-lasting pain on hot/cold/sweet stimuli &/or spontaneous pain with 
no initiating factor (? child kept awake) but no mobility, not TTP!=!irrevers-
ible pulpitis. Pain on biting and pressure &/or swelling and tenderness of  
adjacent tissues, mobility! =! acute periradicular periodontitis. Remember, 
the only #00% accurate diagnostic method is histological!

With a fractious child keep examination and operative intervention to 
a minimum, doing only what is necessary to alleviate pain and win child’s 
trust.

If  extractions under a GA are required consider carefully the long-term 
prognosis of  remaining teeth to try and avoid a repeat of  the anaesthetic in 
the foreseeable future.

Other common potential causes of  toothache:
 �Dentoalveolar trauma (E Dental trauma, p. 94).
 �Mucosal ulceration (E Recurrent aphthous stomatitis (ulcers), p. 4#6).
 � Teething (E Abnormalities of  tooth eruption and exfoliation, p. 64).
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Table!3." Management of  child with toothache

Diagnosis Emergency management De$nitive management

Reversible pulpitis LA  
Excavate soft caries  
Restore temporarily with a zinc oxide/eugenol cement. If  
exposed and vital—dress polyantibiotic paste (e.g. Ledermix®)

Pulpotomy or extraction

Irreversible pulpitis LA  
Excavate soft caries  
Dress polyantibiotic paste.  
Restore temporarily with a zinc oxide/eugenol  
or GI cement

Pulpotomy/pulpectomy 
or extraction

Acute periradicular periodontitis LA (may not be necessary if  loss of  vitality is certain)
Excavate soft caries until pulp chamber accessed—dress 
pulp chamber with polyantibiotic paste on cotton wool. 
Seal with temporary dressing

Acute periodontitis with facial swelling
If:
No or mild pyrexia (<38°C)
Localized acute erythematous tender soft tissue swelling
No signi$cant involvement of  ‘danger areas’ (see below)
Not otherwise systemically unwell

Antibiotics and analgesics
Ensure adequate %uid intake
Establish drainage via tooth (and dress) if  possible
Review every 24h to ensure resolution

Extraction of  tooth (or 
pulpectomy in selected 
cases) once acute phase 
has resolved

If:
Signi$cant pyrexia >38°C
Poorly localized, spreading infection
Systemically unwell:!dehydration, lethargy, nausea, and vomiting
Swelling involving a ‘danger area’, i.e. %oor of  mouth

Aggressive antibiotic Rx (e.g. amoxicillin and metronidazole)
Immediate referral to specialist centre

Extraction of  tooth &/
or intra-/extra-oral 
drainage


