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Introducere

Traumatismul regiunii faciale si manoperele sto-
matologice care se desfisoara la nivelul cavitétii bucale
constituie o amenintare permanentd pentru caile ae-
riene superioare. Accidentele, foarte rare din fericire,
sunt deosebit de importante prin pericolul vital pe
care il prezinta. Leziunile severe ale regiunii OMF sunt
adesea insotite de asfixii si hemoragii, care este cauza
mortii.

Trauma ramane una dintre principalele cauze de
mortalitate in lume, mai ales in randul adultilor ti-
neri[1-14]. Cea mai grava complicatia in urma trau-
matismului maxilo-facial este obstructia céilor respi-
ratorii. Debutul poate fi brusc, ca in cazul aspiratiei de
corp strain, sau in urma leziunilor tesuturilor moi care
ulterior pot duce la afectarea cilor respiratorii [9].

Asfixia traumatica este o afectiune rard care apare
de obicei dupa un traumatism facial si nu numai. Cu
toate acestea, in orice antecedente de traume, inclusiv
cu compresie a pieptului sau abdomenului si semne de
presiune craniocervicald intravenoasa crescutd, trebu-
ie suspectata asfixia traumatica [1-14]. Asfixia este cea
mai frecventd in practica clinica si reprezintd 28-30%
din toate decesele violente [13].

In timpul activitdtii stomatologului apar uneori
accidente si complicatii. Accidentele apar imediat, iar
complicatiile sunt secundare. Accident: eveniment
neasteptat, neintentionat, nedorit sau o complicatie
neprevazutd, aparutd in evolutia unei boli (in timpul
diagnosticului sau tratamentului)[9]. Complicatie -
inseamnd un proces morbid, care survine in cursul
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Introduction

Trauma to the facial region and dental treatments
constitute a permanent threat to the upper airways.
Accidents, fortunately very rare, are particularly im-
portant due to the vital danger they present. Severe
lesions of the OMF region are often accompanied by
asphyxiation and hemorrhage, which is the cause of
death.

Trauma remains one of the leading causes of
mortality in the world, especially among young
adults[1-14]. The most serious complication following
maxillofacial trauma is airway obstruction. The onset
can be sudden, as in the case of foreign body aspira-
tion, or following soft tissue injuries that can later lead
to airway damage [9].

Traumatic asphyxia is a rare condition that usual-
ly occurs after facial trauma and not only. However,
in any traumatic lesion, including chest or abdominal
compression and signs of increased craniocervical in-
travenous pressure, traumatic asphyxia should be sus-
pected [1-14]. In clinical practice, asphyxiation is the
most common cause of all violent deaths and accounts
for 28-30% of all of them [13].

Accidents and complications sometimes occur
during dentists work. Accidents occur immediately,
and complications are secondary. Accident: an unex-
pected, unintentional, unwanted event or an unfore-
seen complication, occurring during the course of a
disease (during diagnosis or treatment) [9]. Complica-
tion - a process which occurs during the evolution of a
disease and which is not part of the pathology of that



evolutiei unei boli §i care nu face parte din patologia
bolii respective[8]. Complicatia modificd simptomato-
logia si altereazé cursul bolii de baza. Apar ca o conse-
cinta a gravitatii traumatismului sau ca o consecintd a
tratamentului gresit condus.

Complicatiile acute in cazul odontectomiei sunt
multiple printre care enumaram: leziuni ale tesuturilor
moi si leziuni ale tesuturilor osoase, COS, asfixie as-
pirativa si obturativa. Aspirarea fragmentelor dentare
sau osoase se produce prin caderea in fundul gatului
a fragmentelor de dinti luxati cu elevatorul sau sca-
pati din cleste dupd extractie. Accidentul se produce
in special in timpul extractiilor sub anestezie generals,
fiind favorizat de pozitia de extenzie fortata a capului
pacientului. Corpul strdin cazut in laringe trece in tra-
hee si de aici este aspirat in bronhii, producind tulbu-
rari grave: tuse, greutate in respiratie, sufocare, cianoza
si uneori chiar asfixie[3].

Existd situatii de extrema urgentd cand, in lite-
ratura de specialitate, se indicd oricarui medic, indi-
ferent de specialitate, sd recurgd la traheostomie sau
altd manevrd pentru a salva bolnavul. Consideram cé
traheostomia este recomandata cu prea multd usurin-
td, practic ea neputand sa fie executata decét de cei cu
experienta care, asa cum este de asteptat, lipsesc de la
locul de trai. Efectuarea traheostomiei pe mulaje si la
catedra de anatomie topograficd ar usura efectuarea ei
in cazul accidentului.

In lucrarea dati sunt expuse: definitia, clasificarea,
etiologia, patogenia, tabloul clinic, diagnostic si tra-
tamentul complicatiilor acute posttraumatice faciale
si in special asfixia. De pe pozitii contemporane, sunt
analizate dereglérile functionale, metodele moderne
de tratament a complicatiilor posttraumatice a regiunii
OME Lucrarea este organizatd conform programului
pentru publicatii si este dedicatd studentilor.

ASFIXIE /asphyxie,/ asphyxia. [Gr. a = oprire a
pulsului, de la a —priv., sphyzein = a pulsa.] Initial ter-
menul a avut semnificatia de moarte prin incetarea ba-
tailor inimii. Actualmente, cuvantul asfixie semneaza
oprirea respiratiei prin imposibilitatea schimburilor
respiratorii [8].

Asfixia se manifesta din punct de vedere fiziopa-
tologic prin obturarea conductelor aeriene superioare,
care se manifestd prin imposibilitatea de a respira, cli-
nic prin paroxisme de dispnee, tuse, si altele. Aceastd
stare prin blocarea schimbului de gaze la nivelul pul-
monului, duce la cresterea concentratiei de CO, in san-
ge si o stare de soc, cianozd cu pierderea cunostintei,
stare comatoasa, etc. Asfixia reprezintd insuficienta
respiratorie acuta caracterizatd prin dereglarea apor-
tului de oxigen (hipoxemie) si a elimindrii dioxidului
de carbon (hipercapnie)[8].

Pentru a efectua masuri profilactice in lupta contra
asfixiei e necesar de cunoscut cu factorii etiologici care
duc la aparitia ei: fatorii predispozanti si determinanti.
Factori predispozanti: adentii totale bimaxilare cu ab-
senta protezelor, scaderea sensibilitdtii faringiene in

disease [8]. The complication modifies the symptoma-
tology and alters the course of the basic disease. They
appear as a consequence of the severity of the trauma
or as a consequence of the wrong treatment.

Acute complications in the case of odontectomy
are multiple, among which we list: injuries of soft tis-
sues and injuries of bone tissues, oral-antral commu-
nication, aspirational and obturative asphyxia. Aspira-
tion of tooth or bone fragments is produced by falling
into the back of the throat of tooth fragments dis-
lodged with the elevator or dropped from the forceps
after extraction. The accident occurs especially during
extractions under general anesthesia, being favored
by the forced extension position of the patient’s head.
The foreign body fallen into the larynx passes into
the trachea and from there is sucked into the bron-
chi, causing serious disorders: coughing, difficulty in
breathing, suffocation, cyanosis and sometimes even
asphyxiation[3].

There are extremely urgent situations when, in
the specialized literature, it is indicated to any doctor,
regardless of specialty, to do a tracheostomy or other
maneuver to save the patient. We believe that tracheos-
tomy is recommended too easily, in reality it can only
be performed only by experienced doctors. Perform-
ing the tracheostomy on mannequins would make it
easier to perform it in the event of a real accident.

In this work, the definition, classification, etiolo-
gy, pathogenesis, clinical picture, diagnosis and treat-
ment of acute post-traumatic facial complications and
especially asphyxia are exposed. From contemporary
positions, the functional disorders, the modern meth-
ods of treatment of post-traumatic complications of
the OMF region are analyzed. The work is organized
according to the program for publications and is ded-
icated to students.

ASPHYXIA - is from Ancient Greek a- «without»
and o@V&Lg sphyxis, «squeeze» (throb of heart)

Originally the term had the meaning of death by
cessation of heartbeat. Currently, the word asphyxia
signifies the cessation of breathing through the impos-
sibility of respiratory exchanges [8].

Asphyxia manifests itself from a physiopathologi-
cal point of view through the obturation of the upper
airways, which manifests itself through the impossibil-
ity of breathing, clinically through paroxysms of dysp-
nea, coughing, and others. This condition, by block-
ing gas exchange in the lung, leads to an increase in
the concentration of CO2 in the blood and a state of
shock, cyanosis with loss of consciousness, comatose
state, etc. Asphyxia is acute respiratory failure charac-
terized by the dysregulation of oxygen intake (hypox-
emia) and carbon dioxide elimination (hypercapnia)
(8].

To carry out prophylactic measures in the fight
against asphyxia, it is necessary to know the etiolog-
ical factors that lead to its occurrence: predisposing
and determining factors. Predisposing factors: total
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timpul somnului, particularititi anatomice, utilizarea
drogurilor, starea de ebrietate, obezitatea, nesuprave-
gherea copiilor etc.

In rezultatul traumei tesutului osos sau ale celor
moi ale regiunii OMF are loc blocarea arborelui res-
pirator si orofaringele poate fi obturat sau ingustat ca
rezultat a:

a) deplasarii masivului facial inferior si posteri-
or pot avea loc in: fracturile Le Fort III, si fracturile
de maxilar superior cominutive, fracturii mentonie-
re bilaterale (33:43) cu deplasare (Fig. 1.) sau plagi
cervicale localizate in regiunea planseului bucal sau
cervical;

bimaxillary edentation with the absence of prosthe-
ses, decreased pharyngeal sensitivity during sleep, an-
atomical peculiarities, drug use, drunkenness, obesity,
lack of supervision of children, etc.

As a result of trauma to the bony or soft tissue of
the OMF region, blockage of the respiratory tract oc-
curs and the oropharynx may become obstructed or
narrowed as a result of:

a) displacement of the inferior and posterior facial
level may occur in: Le Fort III fractures, and com-
minuted upper jaw fractures, bilateral chin fractures
(33:43) with displacement (Fig. 1.) or cervical wounds
located in the region of the oral floor;

Figura 1. Fracturii mandibulei mentoniere bilaterale (33:43) cu deplasare.

Fig 1. Bilateral chin mandible fractures (33:43) with displacement.

b) prezenta corpilor striini ca rezultat a deplasarii
unor eschile osoase posterior, corpi striini din mediul
inconjurétor extern (lemn, pietre, sticld, plastic) sau
din cavitatea bucald (material de amprentare, proteze
mobile);

c) la lezarea vaselor magistrale are loc obturarea
arborelui traheobronhial sau in unele cazuri sdngele
este inghitit de bolnav cand bolnavul vomité (fiind in
comad) si atunci nimereste in ciile respiratorii;

d) hematomul in zona faringelui;

e) edemul posttraumatic nazal si faringian (cervi-
cal) sau infectii a regiunii OME.

Alti factori care pot duce la blocarea (obturarea sau
ingustarea) arborelui respirator mai putem enumera:
1) Obstacole mecanice (corpi straini in cdile aeriene) si
orice alte cauze care pot fila originea unei compresiuni
pulmonare sau a unei obstructii a alveolelor pulmo-
nare. 2) Paralizia muschilor respiratori prin blocarea
centrilor nervosi sau prin leziuni ale nervilor motori ai
toracelui. 3) Prezenta in aerul ambiant, intr-o propor-
tie care depaseste pragul de toleranta, a gazelor irespi-

b) the presence of foreign bodies as a result of the
displacement of some bone fragments, foreign bodies
from the external environment (wood, stones, glass,
plastic) or from the oral cavity (impression material,
removable prostheses);

¢) when the main blood vessels are damaged, the
respiratory tract is obstructed or in some cases the
blood is swallowed by the patient when the patient
vomits (being in a coma) and vomit is aspirated in the
respiratory tract;

d) hematoma in the pharynx;

e) posttraumatic nasal and pharyngeal (cervical)
edema or infections of the OMF region.

We can also list other factors that can lead to block-
ing (occlusion or narrowing) of the respiratory tree: 1)
Mechanical obstacles (foreign bodies in the airways) and
any other causes that may be at the origin of pulmonary
compression or obstruction of the pulmonary alveoli.
2) Paralysis of the respiratory muscles by blocking the
nerve centers or by damage to the motor nerves of the
chest. 3) The presence in the ambient air, in a proportion



rabile sau toxice (dioxid de carbon, monoxid de car-
bon). 4. Obstacole mecanice (strangulare, spanzurare,
inec, compresie toracicd/abdominald, indbusire, etc)
5. Patrunderea unui corp strain in aceste organe poate
avea loc in timpul exprimdrii emotionale (rés, plans),
vorbirii sau alimentérii. 6. Acumulare de saliva, sdnge
si chiaguri de singe la bolnavii ce se afla in coma, la
care reflexele protectoare (tusa, inghitire) lipsesc ori
bolnavul nu poate sa-si gaseasca o pozitie pentru a eli-
mina lichidele acumulate - in asa cazuri se constituie
o blocare a arborelui respirator la diferite nivele si se
instituie insuficienta respiratorie acuta.

Alteori sangele este inghitit, se acumuleaza in sto-
mac, mai apoi este vomitat si aspirat in caile respirato-
rii. In exemplul dat se vede cum starea generali a orga-
nismului va agrava instalarea insuficientii respiratorii
acute, asa zisul ,,Simptomul agravarii reciproce”

Corpul strain nimerind in caile respiratorii superi-
oare se manifestd clinic diferit, putdnd fi inofensiv (di-
mensiunile mici) sau deosebit de periculos cAnd obtu-
reaza orificiul glotic, expresia fetei devine alarmanta.

Traumatismele interne sunt produse de corpi stra-
ini ascutiti sau de manevre endoscopice (exploratorii
sau terapeutice). Cele externe se intilnesc rar si sunt
asociate cu leziuni la nivelul géitului, produse prin
arme albe sau arme de foc, si in timpul interventiilor
chirurgicale.

Clasificarea complicatiilor:
Dupa sistemul afectat:

1. Dereglarea aerodinamicii: asfixia, insuficienta
respiratorie acuta, etc.

2. Dereglarea vasculara: hemoragie, hematom,
soc hipovolemic, etc.

3. Dereglare a sistemului nervos: lipotemie, co-
motie cerebrald, contuzie cerebrala, etc.

Dupa timpul aparitiei:

I. Imediate: (asfixie, hemoragie, soc posttrauma-
tic, comotie cerebrald).

II. Secundare: infectia plagii, erizipelul, hemo-
ragia secundard, supuratii osoase, complicatii
septice pulmonare).

III. Tardive: cicatrici vicioase (retractile, hipertrofi-
ce, cheloide), pierderi de substanta, incontineta
bucali, fistule (salivare, oro-sinuzale, nazo-si-
nuzale).

(lasificarea asfixie in traumatismele
OMF (SKODA, DOSKA) [4,11]:

1. Stenoticd.
2. Valvulari (Klapan, supapd).
3. Obturare.
4. Dislocare.
5. Aspirare.

Dupi factorul etiologic putem clasifica asfixiile: 1.
Traumatice. 2. Iatrogene. 3. Infectioase.

In evolutia asfixiei se evidentiaza cateva perioade:

Prima perioada se manifestd prin respiratie acce-
leratd si profunda cu prevalarea inspirului — dispnee

that exceeds the tolerance threshold, of non-breathable
or toxic gases (carbon dioxide, carbon monoxide). 4.
Mechanical obstacles (strangulation, hanging, drown-
ing, thoracic/abdominal compression, suffocation, etc.)
5. The penetration of a foreign body into these organs
can occur during emotional expression (laughing, cry-
ing), speaking or feeding. 6. Accumulation of saliva,
blood and blood clots in patients who are in a coma,
in which the protective reflexes (coughing, swallowing)
are missing or the patient cannot find a position to elim-
inate the accumulated fluids - in such cases it is a block-
age of the respiratory tree at different levels and acute
respiratory failure is established.

Sometimes the blood is swallowed, accumulates
in the stomach, then is vomited and aspirated into the
respiratory tract. In the example given, it is seen how
the general state of the body will aggravate the onset
of acute respiratory failure, the so-called «Symptom of
mutual aggravation».

The foreign body entering the upper respiratory
tract manifests itself clinically differently, it can be
harmless (small dimensions) or particularly danger-
ous when it blocks the glottic orifice.

Internal traumas are caused by sharp foreign bod-
ies or endoscopic maneuvers (exploratory or thera-
peutic). External ones are rarely encountered and are
associated with neck injuries, caused by blunt weapons
or firearms, and during surgical interventions.

(lassification of complications:
According to the affected system:

1. Aerodynamics disorders: asphyxia, acute res-
piratory failure, etc.

2. Vascular disorder: hemorrhage, hematoma, hy-
povolemic shock, etc.

3. Disorder of the nervous system: lipothymia,
cerebral concussion, cerebral contusion, etc.

By the time of appearance:

I. Immediate: (asphyxia, hemorrhage, posttrau-
matic shock, concussion).

II. Secondary: wound infection, erysipelas, sec-
ondary hemorrhage, bone suppuration, pulmo-
nary septic complications).

III. Late: vicious scars (retractile, hypertrophic, ke-
loid), loss of substance, oral incontinence, fistu-
las (salivary, oro-sinusal, naso-sinusal).

Classification of asphyxia in OMF trauma [4,11]:

1. Stenotic
2. Valvular
3. Obturation
4. Dislocation
5. Aspiration

According to the etiological factor, we can classify
asphyxiation: 1. Traumatic. 2. latrogenic. 3. Infectious.

In the evolution of asphyxia, several periods are
highlighted:

The first period is manifested by accelerated and
deep breathing with the predominance of inspiration
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inspiratorie. Perioada a doua se caracterizeazd prin
micsorarea progresiva a frecventei respiratiei cu pas-
trarea amplitudinii maximale si prevalarea expirului
- dispnee expiratorie. In perioada a treia la rand cu
scaderea frecventei diminueaza si amplitudinea respi-
ratiei; aceasta perioadd conduce consecvent la stopul
respirator (pauza terminala), urmat de restabilirea de
scurtd duratd a respiratiei (respiratie agonala, termi-
nald), dupa care survine sistarea definitiva a respiratiei
— moartea clinica [5].

Semnele clinice de traumatism acut pot fi examina-
te vizual ori sa lipseasca. Asfixia prin dislocare cauzata
de fractura mentoniera bilaterala (33:43) cu deplasare
ori lezarea muschilor ce fixeaza limba (m. geniohioid,
m. mylohioid, m. digastricus) - semnele clinice ale
traumei vor fi evidente. Asfixia aspirativa sau obturati-
va - semnele clinice ale traumei pot lipsi.

Asfixia clinic se instaleazd cu debutul brusc, de re-
guld, pacientul este agitat, astenie pronuntata, are o in-
fatisare inspaimantatoare, cu ochii larg deschisi, pielea
fetei hiperemiata, cu transpiratii reci, pulsul frecvent.
Semne clinice de traumatism acut pot fi examinate vi-
zual sau sa lipseasca. Tabloul clini va depinde de forma
asfixei si la baza va fi factorul etiologic.

Semnele clinice generale: cianoze perioronazald,
manifesta astenie pronuntata, are o infatisare inspai-
mantétoare, ochii larg deschisi, cu transpiratii reci,
pulsul frecvent.

Clinica asfixiei depinde de factorul etiologic, de
timpul scurs din momentul traumatismului pand la
adresarea bolnavului la institutia medicald, de schim-
bérile morfofunctionale la acest nivel si de volumul
afectdrii. Simptomatologia depinde de natura corpului
strdin si dimensiunile lui, durata si locul de amplasare
a acestuia, de starea locald si generala a organismului.

Se inregistreaza simptome de baza: dureri, hipersa-
livatie cu sialoree, senzatie de disconfort, tuse, hemo-
ragie si deregldri functionale.

Accidentatul se manifesta prin facies cianotic, an-
xios, dispnee accentuatd, disfonii.

Dispnee /dyepnee/ [Gr. dyspnoia, de la dys = greu,
dificil: pnoie = respiratie: de la pnein = a repira.] difi-
cultate de respiratie, de origine pulmonard, caracteri-
zata subiectiv prin opresiune, jend respiratorie, ,,sete
de aer, , iar obiectiv prin tulburarea ritmului, ampli-
tudinii sau a frecventei respiratorii. Poate fi insotitd de
»polipnee sau ,tahipnee,, si implica modificarea unui
singur timp al respiratiei (dispnee inspiratorie sau dis-
pnee expiratorie).

Disfonie /disphonie/ [Gr. dys = greu, dificil; phone
= voce.] Termen genetic pentru orice tulburare a fo-
natiei in relatie cu afectare morfologica paralitica sau
functionala a corzilor vocale.

In momentul obturrii cailor respiratorii cu corpi
strdini méina bolnavului este orientata spre gét, iar de-
getele deschise in ,,V”. Hipersalivatie cu sialoree.

Diagnosticul se stabileste in baza anamnezei, exa-
menului clinic si paraclinic. Diagnosticul pacientului
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- inspiratory dyspnea. The second period is character-
ized by the progressive decrease in the frequency of
breathing while maintaining the maximum amplitude
and the prevalence of exhalation - expiratory dyspnea.
In the third period along with the decrease in frequency,
the amplitude of breathing also decreases; this period
consistently leads to respiratory arrest (terminal pause),
followed by the short-term restoration of breathing (ag-
onal, terminal breathing), after which the definitive ces-
sation of breathing occurs - clinical death [5].

Clinical signs of acute trauma may be visually ex-
amined or absent. Asphyxiation by dislocation caused
by bilateral chin fracture (33:43) with displacement or
damage to the muscles that fix the tongue (geniohyoid,
mylohioid, digastricus) - the clinical signs of trauma
will be obvious. In aspiration or obturative asphyxia -
clinical signs of trauma may be absent.

Clinical asphyxia begins with a sudden onset, as a
rule, the patient is agitated, pronounced asthenia, has
a frightening appearance, with wide open eyes, hyper-
emic facial skin, with cold sweats, frequent pulse. Clin-
ical signs of acute trauma may be visually examined or
absent. The clinical picture will depend on the form of
asphyxia and the etiological factor.

General clinical signs: perioronasal cyanosis, man-
ifests pronounced asthenia, has a frightening appear-
ance, eyes wide open, with cold sweats, frequent pulse.

The clinical picture of asphyxiation depends on the
etiological factor, on the time elapsed from the time of
the trauma until the patient is referred to the medical
institution, on the morphofunctional changes at this
level and on the volume of the damage. The symptom-
atology depends on the nature of the foreign body and
its dimensions, its duration and location, on the local
and general condition of the body.

Basic symptoms are recorded: pain, hypersali-
vation with sialorrhea, feeling of discomfort, cough,
hemorrhage and functional disturbances.

The patient presents with a cyanotic face, anxious,
severe dyspnea, dysphonia.

Dyspnea /dyepnee/ [Gr. dyspnoia, from dys = dif-
ficult, difficult: pnoie = breathing: from pnein = to
breathe.] breathing difficulty, of pulmonary origin,
subjectively characterized by oppression, respiratory
embarrassment, «thirst for air», and objectively by the
disorder rhythm, amplitude or respiratory rate. It can
be accompanied by «polypnea» or «tachypnea» and
involves a change in a single breath time (inspiratory
dyspnea or expiratory dyspnea).

Dysphonie /disphonie/ [Gr. dys = hard, difficult;
phone = voice.] Generic term for any phonation disor-
der in relation to paralytic or functional morphologi-
cal impairment of the vocal cords.

When the airways are blocked with foreign bodies,
the patient’s hand is oriented towards the neck, and the
fingers open in a «V». Hypersalivation with sialorrhea.

The diagnosis is established based on the anam-
nesis, clinical and paraclinical examination. The diag-



cu asfixie e necesar de-l efectuat la locul impactului,
de continuat la transportarea bolnavului si in stationar.

Acuze: -senzatie acutd de sufocare in plind sdnatate;
-raguseald si pierderea vocii; -incapacitatea de a vorbi,
arata spre gat; -pierderea cunostintei, caderea pacien-
tului; -tuse bruscé ,,nerezonabild’, adesea paroxistic,
mai des in timpul consumului de alimente;-respiratie
suieratoare; -posibild hemoptizie; -frica; -ameteli.

Anamneza bolii: -compresia cailor respiratorii din
exterior (din cauza sufocérii, leziunilor gatului, tumo-
rilor); -intrarea de corpuri strdine (Fig. 2.) sau lichid in
céile respiratorii (snge, varsaturi, apd in timpul ine-
cului); -retractia limbii atunci cAnd o persoana este in
stare comatoasd; -procese patologice la nivelul cailor
respiratorii §i plamanilor (umflare, arsuri, bronhos-
pasm sever, edem pulmonar). Insuficienta respiratorie
(dificultati de respiratie: cu un corp striin in tractul
respirator superior - dispnee inspiratorie, in bronhii -
dispnee expiratorie; respiratie suieratoare, tipuri pato-
logice de respiratie).

L

nosis of the patient with asphyxia needs to be carried
out at the place of impact, to be continued when trans-
porting the patient and in the hospital.

Complains: -acute sensation of suffocation in full
health; -hoarseness and loss of voice; -inability to
speak, points to the neck; -loss of consciousness, pa-
tient falling; - sudden «unreasonable» cough, often
paroxysmal, more often during food consumption; -
wheezing; -possible hemoptysis; -fear; -dizziness.

History of the disease: -compression of the airways
from the outside (due to suffocation, neck injuries, tu-
mors); - entry of foreign bodies (Fig. 2.) or liquid into
the airways (blood, vomit, water during drowning); -
retraction of the tongue when a person is in a coma-
tose state; - pathological processes in the respiratory
tract and lungs (swelling, burns, severe bronchospasm,
pulmonary edema). Respiratory failure (breathing dif-
ficulties: with a foreign body in the upper respiratory
tract - inspiratory dyspnea, in the bronchi - expiratory
dyspnea; wheezing, pathological types of breathing).

Figura 2. Asfixia prin aspirare a dintelui.

Fig 2. Asphyxiation by aspiration of the tooth.

Examenul obiectiv permite determinarea loca-
lizarii leziunii, raspandirii in regiunile adiacente si
evaluarea caracterului zonelor afectate. Diagnosticul
trebuie efectuat rapid (urgent) in orice conditii. Cand
este posibil se pune si diagnosticul etiologic precum si
radiologic.

Explorarile paraclinice vor incepe cu un examen
radiologic urgent mai des in practicd de bucofaringos-
copia, rinoscopia posterioard, laringoscopia indirectd
si examenul radiologic (chiar si dupa tratament) in caz
de corp strdin metalic.

Este clar cd dacd unele explorari paraclinice se géi-
sesc in fiecare sectie (clinicd, cabinet) stomatologicd
spre exemplu ca instalatia radiologica, apoi altele ca:
bucofaringoscopia, rinoscopia posterioard, laringos-

The objective examination allows determining
the location of the lesion, the spread in the adjacent
regions and the evaluation of the character of the af-
fected areas. The diagnosis must be carried out im-
mediately under any circumstances. When possible,
the etiological as well as the radiological diagnosis is
made.

Paraclinical tests will start with an urgent radiolog-
ical examination more often in practice by buccopha-
ryngoscopy, posterior rhinoscopy, indirect laryngo-
scopy and the radiological examination (even after
treatment) in case of a metallic foreign body.

It is clear that if some paraclinical examinations are
found in every dental clinic, for example, as a radiolog-
ical facility, then others such as: buccopharyngoscopy,
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copia indirecta - nu in toate institutiile enumerate se
vor gasi.

Deci asigurarea institutiilor medicale cu aparataj
necesar si instruirea periodica a cadrului medical vor
ridica calitatea diagnosticului si indirect calitatea tra-
tamentului. E necesar de addugat cd examenul radio-
logic in unele cazuri poate fi inutil cAnd corpul este:
lemn, pietre, sticla, plastic, material de amprentare,
proteze mobile, etc. Evaluarea corecta si obiectiva a
rezultatelor permite ajustarea conduitei terapeutice in
functie de evolutia cazului clinic concret.

Explorarea functiei pulmonare prin spirometrie
(dereglarea respiratiei) obiectivizeaza prezenta si se-
veritatea simptomelor, monitorizeaza evolutia bolii
si raspunsul la tratament, ofera un suport clar pentru
alcdtuirea schemei terapeutice si aprecierea prognos-
ticului.

Manifestérile psihice sunt o componentd impor-
tantd a patologiei traumatismului facial mai ales aso-
ciat, fiind necesard cunoasterea acestora de citre me-
dic(practicieni) in scopul unui management de calitate
a pacientului (copii anxiosi, inidivizi neurotici, psihici,
epileptici, isterici).

In suspectarea unei asfixii e necesar de efectuat un
diagnostic diferentiat a traumei regiunii OMEF, trauma-
tism cranio-cerebral, intoxicatii cu (agentul asfixiant
implicat; simplu (argon, dioxid de carbon, heliu, gaz
petrolier lichefiat, azot) si sistemic (monoxid de car-
bon, cianuri, hidrogen sulfurat, substante care induc
methemoglobind, inhalarea fumului). In cazul unui
copil in stradd, la teren de joacd - se suspecteaza corpi
straini ce pot duce la aparitia asfixiei. In lucrul zi de
zi stomatologul (odontectomie, amprentare, hemora-
gie) daca apare o agravare a starii generale a pacientul
prin dispnee, tuse, etc. e necesar de a suspecta o asfixie.
Traumele regiunii OMF pot fi: interne sau externe,
izolate sau asociate cu traumele masivului facial, larin-
gelui, esofagului, traheii, vasele magistrale fiind sursa
dereglérii céilor aeriene superioare.

Diagnosticul diferentiat al asfixiei. In cazul asfixi-
ei e necesar de efectuat diagnosticul diferentiat: trau-
matica si netraumatica (infectioasa sau de cétre gaze).
In cazul asfixiei traumatice care din cele 5 (DOSCA).
Asfixia este accidentala sau voluntara (suicid). Asfixia
a apdrut in institutia medicald sau in afara ei. Asfixia
in cazul exploririlor paraclinice (FGS) sau terapeutice
(intubatie). Asfixia este de origine centrald sau peri-
fericd. Asfixia provocatd de tesut osos sau leziuni ale
tesuturilor moi.

Tratamentul se alege in functie de intensitatea si
caracterul traumelor, durata de timp de la producere si
adresare la specialist. Tratamentul trebuie sa fie urgent
si eficient. In leziuni de dimensiuni mari se practicd
suturarea plagii, iar in cazul traumelor mandibulei -
imobilizarea ei.

Restaurarea si mentinerea permeabilitatii tractului
respirator superior in timpul asfixiei este un act im-
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posterior rhinoscopy, indirect laryngoscopy - not in all
clinics will be found.

Providing medical institutions with the necessary
equipment and regular training of the medical staft will
raise the quality of diagnosis and indirectly the quality
of treatment. It is necessary to add that the radiological
examination in some cases may be useless when the
body is: wood, stones, glass, plastic, impression mate-
rial, mobile prostheses, etc. The correct and objective
evaluation of the results allows the adjustment of the
therapeutic behavior depending on the evolution of
the specific clinical case.

The exploration of the respiratory function by
spirometry (breathing disorder) objectifies the pres-
ence and severity of the symptoms, monitors the evo-
lution of the disease and the response to the treatment,
provides clear support for the composition of the ther-
apeutic scheme and the evaluation of the prognosis.

Psychic manifestations are an important part of the
pathology of facial trauma, especially associated, and
it is necessary to know them by the doctor in order to
manage the quality of the patient (anxious children,
neurotic, psychic, epileptic, hysterical individuals).

In the suspicion of asphyxiation, it is necessary to
carry out a differential diagnosis of trauma to the OMF
region, craniocerebral trauma, poisoning with (the as-
phyxiating agent involved; simple (argon, carbon di-
oxide, helium, liquefied petroleum gas, nitrogen) and
systemic (carbon monoxide) , cyanides, hydrogen sul-
phide, substances that induce methemoglobin, smoke
inhalation). In the case of a child in the street, at the
playground - foreign bodies are suspected which may
lead to asphyxiation. In everyday work the dentist (od-
ontectomy, fingerprinting, haemorrhage ) if there is a
worsening of the patient’s general condition through
dyspnea, coughing, etc. it is necessary to suspect as-
phyxiation. Traumas of the OMF region can be: in-
ternal or external, isolated or associated with traumas
of the facial mass, larynx, esophagus, trachea, vessels
trunks being the source of upper airway dysregulation.

Differential diagnosis of asphyxia. In the case of as-
phyxiation, it is necessary to carry out the differential
diagnosis: traumatic and non-traumatic (infectious
or by gases). In the case of traumatic asphyxia which
of the 5 clinical forms. Asphyxiation is accidental or
voluntary (suicide). Asphyxiation occurred in the
medical institution or outside it. Asphyxia in case of
paraclinical or therapeutic explorations (intubation).
Asphyxia is of central or peripheral origin. Asphyxia-
tion caused by bone tissue or soft tissue injuries.

The treatment is chosen depending on the inten-
sity and nature of the trauma, the length of time since
the occurrence and referral to a specialist. Treatment
must be urgent and effective. In large lesions, wound
suturing is practiced, and in the case of trauma to the
mandible is immobilization.

Restoring and maintaining the patency of the up-
per respiratory tract during asphyxiation is an impor-



Dacé pacientul este in cunostinta il rugdm sa scui-
pe, sd tuseascd fortat pentru a inlatura corpul strdin ce
a nimerit in cdile respiratorii superioare si a provocat
asfixia. Pacientul fara cunostinta: culcat cu capul late-
ral pe partea afectatd sau cu fata in jos. Bolnavul in
cunostintd in pozitie semisezadnda ori semiculcata.

In leziuni de dimensiuni mari cu traume asociate
ale fetei (TAF) cu traumele craniului, gitului, torace-
lui si altor regiuni, se antreneaza si alti specialisti (re-
animatolog, neurochirurg, chirurg, etc). Pana la actul
chirurgical, bolnavul se mentine in repaus vocal, la
necesitate se asigura respiratia si alimentatia adecvata
a pacientului.

Indepirtarea cauzei cand etiologia este cunoscuta
(fracturi de mandibula si plagi ale tesuturilor moi) si
daci este posibil. Inldturarea corpilor striini, cheagu-
rilor de singe, cu un tifon infasurat in jurul degetului
ori cu un dispozitiv de aspiratie. Traheostomia.

Manevra Heimlich - se aplica pumnul in regiunea
epigastrala mai sus de ombilic, creAndu-se o presiune
aeriana in arborele respirator cu directia de la plamani
spre trahee si laringe datoritd deplasarii diafragmei in
sus.

Conicotomia (coniotomia, cricotiroidotomia) este
o operatie chirurgicald de deschidere a laringelui din-
tre cartilajele cricoid si tiroidian.

Conicotomia este o operatie salvatoare efectuata in
etapa prespitaliceascd a evacuarii medicale in situatiile
in care este imposibil sa se acorde ingrijiri neinvazive
accidentatului.

Transportarea pacientului cu dereglari de cunos-
tintd: Pozitia bolnavului fard cunostinta: culcat cu ca-
pul lateral pe partea afectata sau cu fata in jos. Bolnavul
in cunostintd in pozitie semisezadnda ori semiculcata.

In continuare ne vom referi la cauzele celor cinci
forme de asfixii si metode de acordare a ajutorului me-
dical.

Asfixia valvulara (Supapa, Klapan):

Asfixia valvulard apare atunci cind lamboul de te-
sut a palatului moale, limbii sau peretele posterior al
faringelui este traumat blochind accesul aerului prin
epiglotd in trahee si bronhii - deregland respiratia.

La expiratie lamboul se deplaseazé superior la in-
spiratie obtureaza ciile respiratorii superioare si din
ce in ce in plaméani riméine mai putin oxigen (Fig. 3).
Eliminarea pe gurd de sdnge oxigenat, rosu, cu mu-
cozitati, provenit din ciile aeriene subglotice, insotita
intotdeauna de efort de tuse. Hemoptizie /hémoptysie/
[Gr.haima, -atos = suinge; ptysis = actiune de a scuipa,
de la ptyein = a scuipa.] Poate fi: 1) Fractionata, repe-
tata, ore, zile. 2) Fulgeratoare, prin anevrism al artere-
lor bronsice. 3) Masiva, abundentd ca volum. Cele mai
frecvente au fost leziunile tesuturilor moi cu o propor-
tie de 68,32%, urmate de leziunile osoase (18,32%) si
leziunile dentare alveolare (13,36%) [6].

tant act in all stages of medical care.

If the patient is conscious, we ask him to spit, to
cough forcefully to remove the foreign body that got
into the upper respiratory tract and caused asphyxia-
tion. The unconscious patient: lying with the head side-
ways on the affected side or face down. The conscious
patient is in a semi-sitting or semi-lying position.

In large-scale injuries with associated traumas of
the face with traumas of the skull, neck, chest and oth-
er regions, other specialists are also trained (reanima-
tologist, neurosurgeon, surgeon, etc.). Until the surgi-
cal act, the patient is kept at vocal rest, if necessary, the
patient’s breathing and adequate nutrition are ensured.

Removal of the cause when the etiology is known
(mandibular fractures and soft tissue wounds) and if
possible. Removal of foreign bodies, blood clots, with
gauze wrapped around the finger or with a suction de-
vice. Tracheostomy.

The Heimlich maneuver - the fist is applied to the
epigastric region above the navel, creating an air pres-
sure in the respiratory system with the direction from
the lungs to the trachea and larynx due to the upward
movement of the diaphragm.

Conicotomy (coniotomy, cricothyroidotomy) is a
surgical intervention to open the larynx between the
cricoid and thyroid cartilages.

Conicotomy is a life-saving intervention per-
formed in the pre-hospital stage of medical evacuation
in situations where it is impossible to provide non-in-
vasive care to the injured.

Transporting the patient with impaired conscious-
ness - the position of the unconscious patient: lying
with the head sideways on the affected side or face
down. The patient is conscious in a semi-sitting or
semi-lying position.

Next we will refer to the causes of the five forms of
asphyxiation and methods of providing medical help.

Valvular asphyxia (Valve):

Valvular asphyxia occurs when the tissue flap of
the soft palate, the tongue or the back wall of the phar-
ynx is traumatized, blocking the access of air through
the epiglottis to the trachea and bronchi - disrupting
breathing.

During exhalation, the flap moves higher, during
inhalation, it blocks the upper airways and less and less
oxygen remains in the lungs (Fig. 3). Oral discharge of
oxygenated blood, red, with mucus, from the subglottic
airways, always accompanied by coughing. Hemoptysis
/héemoptysie/ [Gr. haima, -atos = blood; ptysis = act of
spitting, from ptyein = to spit.] It can be: 1) Fractional,
repeated, hours, days. 2) Unexpected, by aneurysm of
the bronchial arteries. 3) Massive, abundant in volume.
The most common were soft tissue injuries with a pro-
portion of 68.32%, followed by bone injuries (18.32%)
and alveolar dental injuries (13.36%) [6].

Medicina Stomatologica

43



44

Figura 3. Asfixia valvulara (supapa).

Fig 3. Valvular asphyxia (Valve)

Tratamentul trebuie sa fie cit mai urgent si consta
in: a) ridicarea lamboului; b) suturarea; c) fixarea lui;
d) incizia lamboului.

Asfixia prin dislocare:

Asfixia prin (luxatie) dislocare se dezvolté din cau-
za retractiei limbii cAnd fragmentele maxilarului infe-
rior sunt deplasate in jos si in spate, in cazul fracturii
mentoniere bilaterale (33:43) cu deplasare. De aseme-
nea, in cazul lezarii muschilor ce fixeazd limba (m.
geniohioid, m. mylohioid, m. digastricus) astfel ob-
tureaza cdile respiratorii superioare. Radacina limbii,
care s-a deplasat posterior si inferior, exercita presiune
asupra epiglotei si inchide intrarea in laringe.

Tratamentul: Fixdm limba cu diferite mijloace:
suturarea limbii, fixarea limbii cu bold, ligaturarea,
fixarea cu fixator de limba. Repozitia si imobilizarea
temporara sau permanenta a fragmentelor fracturate
in cazul fracturii mentoniere bilaterale (33:43) cu de-
plasare cu ajutorul pansamentului standart de trans-
port, (ligaturd in ,,8”). Efectuarea PChPP in cazul unei
plagi a planseului bucal cu lezarea muschilor ce fixeaza
limba.

Asfixia prin obturare:

Obturarea ciilor respiratorii superioare cu corpi
straini care pot avea natura organica (dinte, cheaguri
de singe, mase vometante) sau externd (piatra, obiect
metalic, obiecte de mase plastice, materie). Acesti
corpi strdini pot obtura ciile respiratorii superioare
si in rezultatul activitdtii zi de zi a stomatologului:
odontectomie, hemoragii postoperatorii, amprenta-
rea campului protetic, buciti de proteze, rulouri de
tifon, etc.

The treatment must be as urgent as possible and
consists of: a) raising the flap; b) suturing; c) fixing it;
d) flap incision.

Asphyxiation by dislocation:

Asphyxiation by dislocation develops due to re-
traction of the tongue when the fragments of the lower
jaw are displaced downward and backward, in the case
of bilateral chin fracture (33:43) with displacement.
Also, in case of damage to the muscles that fix the
tongue (m. geniohyoid, m. mylohioid, m. digastricus)
thus blocking the upper respiratory tract. The root of
the tongue, which has moved posteriorly and inferior-
ly, exerts pressure on the epiglottis and closes the en-
trance to the larynx.

Treatment: We fix the tongue with different meth-
ods: suturing the tongue, fixing the tongue with for-
ceps, ligation, fixing with a tongue fixator. Reposi-
tioning and temporary or permanent immobilization
of fractured fragments in the case of bilateral chin
fracture (33:43) with displacement using the standard
transport bandage (ligature in «8»). Performing the
primary surgical treatment in the case of a wound of
the floor of the mouth with damage to the muscles that
fix the tongue.

Asphyxiation by obturation:

Obstruction of the upper airways with foreign bod-
ies that can be organic (tooth, blood clots, vomiting
masses) or external (stone, metal object, plastic objects).
These foreign bodies can also block the upper respira-
tory tract as a result of the dentist’s daily activities: od-
ontectomy, post-operative bleeding, imprinting of the
prosthetic field, pieces of dentures, rolls of gauze, etc.



Figura 4. Asfixia prin obturare si traheostomia (Desen tehnic)

Fig 4. Asphyxia by obturation and tracheostomy (Technical drawing)

Tratament: inldturarea corpilor striini, aspirarea
cheagurilor de sdnge cu un tifon infasurat in jurul degetu-
lui ori cu un dispozitiv de aspiratie, traheostomia (Fig.4).

In fiecare an in Rusia se inregistreazi 40.000-60.000
de decese din cauza asfixiei mecanice, dintre care 25%
sunt asfixii obstructive [13].

Asfixia prin aspirare:

Aspirarea corpilor straini in cdile respiratorii su-
perioare (maselor vometante, cheaguri, eschile osoase,
dinte - avulsie traumatica in timpul traumei sau in ca-
zul odontectomiei). Clinic se manifesta prin: disfagie /
dysphagie,/. [Gr. dys = greu, dificil; phagein = a mdn-
ca.], senzatie de jena sau de blocare survenité in timpul
deglutitiei. Apare din cauza unui obstacol organic sau
a unei tulburari motorii functionale a esofagului, une-
ori a cardiei. Odinofagie - dificultati de deglutitie, in-
sotitd de dureri. Afonie /aphonie/ [Gr. a = priv, phone
= voce] Pierdere a vocii, completa sau partiala.

Tratamentul consta in aspiratia cu ajutorul tubului
introdus in trahee.

Asfixia stenotica:

Edem a faringelui, laringelui si ligamentelor vocale ori
obturarea cu un hematom sau emfizem. Altd cauzd mai
poatre fi in cazul unei infectii ale regiunii OMF si cervi-
cale: flegmon al planseului bucal, flegmon hemifacial, etc.

Tratamentul de urgentd constd in intubarea
oro-traheald sau nazo-traheala, daca nu e suficient
atunci si traheostomia.

Evolutia accidentatului cu asfixie depinde de fac-
torul etiologic, de timpul scurs din momentul trauma-
tismului p4na la adresarea bolnavului la institutia me-
dicald, de schimbarile morfofunctionale la acest nivel
si de volumul afectarii, de natura corpului strain si di-
mensiunile lui, durata si locul de amplasare a acestuia.

Evolutia accidentatului este diferita si poate pre-
zenta urmitoarele variante: 1. Corpul strdin poate fi
expulzat odata cu accesele de tuse, de bolnav sau me-
dic. 2. Reluarea functiei normale dupd indepartarea

Treatment: removal of foreign bodies, suction of
blood clots with gauze wrapped around the finger or
with a suction device, tracheostomy (Fig. 4).

Every year in Russia there are 40,000-60,000 deaths
due to mechanical asphyxiation, of which 25% are ob-
structive asphyxia [13].

Asphyxia by aspiration:

Aspiration of foreign bodies in the upper respira-
tory tract (vomiting masses, clots, bone chips, tooth
- traumatic avulsion during trauma or in case of od-
ontectomy). Clinically it is manifested by: dysphagia
/dysphagia,/. [Gr. dys = hard, difficult; phagein = to
eat.], feeling of embarrassment or blockage occurring
during swallowing. It occurs due to an obstruction or
a functional motor disorder of the esophagus. Odyno-
phagia - difficulty swallowing, accompanied by pain.
Aphonie /aphonie/ [Gr. a = priv, phone = voice] Loss
of voice, complete or partial.

The treatment consists in aspiration with the help
of the tube inserted into the trachea.

Stenotic asphyxia:

Edema of the pharynx, larynx and vocal ligaments
or obturation with a hematoma or emphysema. An-
other cause may be in the case of an infection of the
OMEF and cervical region: phlegmon of the floor of the
mouth, hemifacial phlegmon, etc.

Emergency treatment consists of orotracheal or
nasotracheal intubation, if that is not enough then tra-
cheostomy.

The evolution of the patient with asphyxia depends
on the etiological factor, on the time elapsed from the
moment of the trauma until the patient is referred
to the medical institution, on the morphofunctional
changes at this level and on the volume of the damage,
on the nature of the foreign body and its dimensions,
its duration and location.

The evolution of the patient is different and can
present the following variants: 1. The foreign body
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corpului strain. 3. Insuficienta respiratorie acuta grava,
asfixia si moartea. Dintre decesele violente, asfixia me-
canica ocupa o cotd-parte de 5-30%. Dupa datele Cen-
trului de Expertizd Medico-Legala cazurile de asfixie
mecanicd, produse in Republica Moldova in perioada
2010-2014 s-au repartizat dupa mecanismul de apari-
tie a asfixiei: obturarea cailor aeriene (17,3%), aspiratie
mase vomitive/sange (6,0%), etc [2].

Prevenirea asfixiei in stomatologie este esentiald si
implicd o abordare atentd si metode de lucru sigure.
Medicul stomatolog ar trebui sa obtind o anamneza
medicala (completa) detaliata pentru a identifica orice
alergii sau afectiuni medicale care ar putea creste riscul
de reactii alergice sau complicatii respiratorii. Perso-
nalul medical trebuie sa supravegheze constant si atent
pacientul in timpul procedurilor pentru a detecta orice
semn de disconfort sau dificultati de respiratie si pen-
tru a interveni prompt in cazul unor astfel de situatii.
Personalul stomatologic trebuie sé fie instruit in teh-
nici de prim ajutor si sd dispund de echipament adec-
vat pentru gestionarea situatiilor de urgenta. Medicul
stomatolog ar trebui s& comunice deschis cu pacientul
despre procedurile planificate, sd rispunda la intreba-
rile acestuia si sa fie constient de orice disconfort sau
anxietate a pacientului.

Aspirarea fragmentelor dentare sau osoase poate
fi prevenitd prin pozitiona pacientul cu tamponament
faringian riguros si capul rotat in cazul anesteziei ge-
nerale. Continutul lichid din cavitatea bucala (saliva,
sange sau diferite solutii) trebuie indepirtate cu aspi-
ratorul. Dupa ce dintele devine mobilizat, manoperele
cu elevatorul vor conduce dintele luxat anterior, iar
in cazul extractiilor cu clestele, dintele va fi bine fixat
chiar dupi ce dintele a fost luxat complet. Daca dintele
cade pe limba pacientului, aceasta va fi aplecat imediat
cu capul jos, eliberdnd cavitatea bucald. Daca corpul
strdin totusi a fost aspirat, este necesar ca pacientul sd
fie transportat de urgenta intr-un serviciu de urgenta
pentru extragerea corpului strdin [3].

Aceste si alte masuri profilactice vor micsora apari-
tia asfixiei. Prin pregatire adecvata, supraveghere aten-
td si comunicare eficienta cu pacientii, riscul de asfixie
in timpul procedurilor stomatologice poate fi redus la
minimum. Psihoterapia cu scopul de linistire a pacien-
tilor care au suportat o dereglarea a respiratiei [1-14].

Asfixia in teritoriul OMF este o afectiune rard care
apare de obicei dupa un traumatism facial si poate
in unele manopere stomatologice care se desfisoa-
ra la nivelul cavitatii bucale, constituie o amenintare
permanenta pentru céile aeriene superioare, dar sunt
deosebit de importante prin pericolul vital pe care il
prezintd. Urmarile asfixiei pot duce la asa complicatii
ca: mediasatenite, pneumonii, moarte subita [1-14].

Planul prelegerii: 1. definitia, 2. clasificarea, 3. eti-
ologia, 4. patogenia, 5. tabloul clinic, 6. diagnostic si
diagnosticul diferentiat, 7. tratamentul complicatiilor
acute posttraumatice faciale al asfixiei.

can be expelled with coughing fits, by the patient or
the doctor. 2. Resumption of normal function after re-
moval of the foreign body. 3. Severe acute respiratory
failure, asphyxiation and death. Among violent deaths,
mechanical asphyxiation occupies a share of 5-30%.
According to the data of the Center for Medico-Legal
Expertise, the cases of mechanical asphyxia produced
in the Republic of Moldova in the period 2010-2014
were distributed according to the mechanism of oc-
currence of asphyxia: airway obstruction (17.3%), as-
piration of vomitus/blood (6 .0%), etc. [2].

Prevention of asphyxiation in dentistry is essen-
tial and involves a careful approach and safe working
methods. The dentist should obtain a detailed (full)
medical history to identify any allergies or medical
conditions that could increase the risk of allergic
reactions or respiratory complications. The medi-
cal team must constantly and carefully monitor the
patient during the procedures to detect any signs of
discomfort or breathing difficulties and to intervene
promptly in case of such situations. Dental staff must
be trained in first aid techniques and have adequate
equipment to handle emergency situations. The den-
tist should communicate openly with the patient
about the planned procedures, answer the patient’s
questions, and be aware of any patient discomfort or
anxiety.

Aspiration of dental or bone fragments can be
prevented by positioning the patient with pharyngeal
tamponade and the head rotated in the case of general
anesthesia. The liquid content of the oral cavity (saliva,
blood or various solutions) must be removed with a
vacuum cleaner. After the tooth becomes mobilized,
elevator maneuvers will drive the previously dislocated
tooth, and in the case of forceps extractions, the tooth
will be firmly fixed even after the tooth has been fully
dislodged. If the tooth falls on the patient’s tongue, he
will immediately be bent with his head down, freeing
the oral cavity. If the foreign body has still been aspi-
rated, it is necessary for the patient to be transported
urgently to an emergency service for the removal of
the foreign body [3].

These and other preventive measures will reduce
the occurrence of asphyxiation. Through proper
preparation, careful supervision, and effective com-
munication with patients, the risk of asphyxiation
during dental procedures can be minimized. Psycho-
therapy with the aim of calming patients who suffered
a breathing disorder [1-14].

Asphyxia in the OMF territory is a rare condition
that usually occurs after a facial trauma and perhaps in
some dental procedures that take place in the oral cav-
ity, it is a permanent threat to the upper airways, but
they are particularly important due to the life danger
that presents. The consequences of asphyxiation can
lead to such complications as: mediastinitis, pneumo-
nia, sudden death [1-14].
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