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Presenting 
Complaint

• Dental Pain



HPI

• Patient is a 76 year old female with a history of depression who 
presents to the ED for 2 weeks of worsening dental pain. Patient 
states that originally it started as a “sinus infection” that 
subsequently began to spread down associated with weakness of 
the mouth and left jaw. Denies fever/chills, headache, rhinorrhea, 
epistaxis, SOB. Has been using orajel and cepacol spray at home 
with minor relief. Also notes she has been taking “way too much 
ibuprofen.” Patient reports allergy to sulfa drugs 50 years ago, 
unsure of severity of allergy. Patient did go to urgent care earlier 
today and was prescribed Augmentin, steroids, and oxycodone. 
Has only taken one dose of augmentin. 



ROS
Constitutional: no fevers/chills
Skin: No rash
Eye: No vision problems, no pain
ENMT: Left sided jaw and facial pain, no drainage, no ear pain, no sore throat, no 

nasal congestion
Respiratory: No shortness of breath, no cough
Cardiovascular: No chest pain
GI: No abdominal pain, no nausea, no vomiting, no diarrhea, no constipation
MSK: No neck pain
Neurologic: Weakness of the left jaw
Hem/lymph: No bleeding tendency, no bruising tendency
Allergy/Immunologic: No recurrent infections, no impaired immunity



PMH

• Depression, Prediabetes
• Medications:

oSertraline 50mg
oMetformin 500mg
oOxycodone 5mg
oMethylprednisolone dose pack
oAmoxicillin-clavulanate

• Allergies: sulfa drugs



Presenting Vital Signs

• HR: 96
• RR: 16
• SpO2: 97% on RA
• BP: 134/65
• Temp: 36.5 (Oral)



Physical Exam

• General Appearance: Patient is a well-appearing elderly 
female, in mild distress secondary to pain, left jaw 
appears swollen

• HEENT: Normocephalic, atraumatic, trismus noted, left 
temporal tenderness on palpation, there appears to be 
some intraoral swelling in the superior alveolar region, 
overall poor dentition with numerous dental caries 
noted, few remaining teeth in the oral cavity, 
halitosis, ears are benign, tolerating secretions

• Cardiovascular: RRR, S1 and S2 present. 
Peripheral pulses intact

• Lungs: Clear to auscultation, no stridor, no wheezing, no 
rales, no rhonchi



Physical exam cont.

• Abdomen: soft and nontender
• MSK: BL UE and LEs appear grossly intact. No 

appreciable joint deformities, effusions, or 
tenderness were appreciated

• Neurological: Patient is awake, alert. Moving 
all extremities spontaneously, no weakness, 
no focal neurologic deficits

• Skin: warm, dry, no rashes



Interventions/Initial Workup

• Analgesia: morphine 4mg IV
• CBC, Screen 8 mag phos, sed rate, CRP
• CT Maxillofacial with contrast/coronals



Labs
Sodium: 137
Potassium: 4.0
Chloride 104
CO2: 19
BUN: 32
Creatinine: 1.81
Calcium: 8.9
Glucose: 143
Mag: 2.1
Phos: 4.2



Labs continued

WBC: 18.6
RBC: 4.57
Hgb: 13.9
Hct: 43.5
Platelets: 241

Neutro Auto: 79.2
Lymph Auto: 9.8
Neutrophil Absolute: 14.8
Mono Absolute: 1.7
ESR: 40
CRP: 216.3



Images: CT Maxillofacial with Contrast



CT Report
• Findings:
•

o Extensive mandibular and maxillary dental caries with associated periaprical
lucencies. There is mild left facial skin thickening with subcutaneous fat 
stranding and asymmetric thickening of the left platysmas muscle.

o

o Mild mucosal thickening present in the paranasal sinuses, no air fluid levels. 
Rightward deviation of nasal septum.

o

o Globes grossly intact and lenses are anatomically positioned. No intraconal or 
extraconal fat stranding, retrobulbar hematoma, enhancement, or proptosis.



CT Report

• Impression:
•

o Multiloculated fluid collection centered around the left temporomandibular joint with 
extension along the left temporomandibular ramus and into the left masseter muscle 
concerning for multiseptated abscess collection with septic joint.

o

o Maxillary mandibular odontogenic disease.



Septic joint of the left temporomandibular joint

Patient started on IV ampicillin/sulbactam



We had to phone a friend…



Disposition

• Patient transferred to Jefferson for OMFS and ENT evaluation.
oAttempted arthocentesis/drainage
oRequired OR washout and placed on IV antibiotics for 6 weeks



Septic Joint: Background

• Most important diagnostic consideration in acute joint pain (can 
destroy joint in days)

• Knee most commonly involved in adults; hip most common in 
pediatric

• Most often seen in patients >65yr
• Most common causative organisms

• <35 y/o N. gonorrhoeae
• >35 y/o S. aureus



Septic Joint: Clinical Features

• Fever
• Warm, red, painful, swollen joint
• Decreased range of motion to active and passive movement
• Gonococcal arthritis

• Urethritis/vaginitis may be absent
• May have prodromal phase:

• Migratory arthritis and tenosynovitis predominate before pain and swelling occurs

• Endocarditis should be considered in the presence of 2 or more 
affected joints



Disposition

• Admit all for IV antibiotics and irrigation



 Thank you!
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