Srinagarind Hosp Med J 1989; 4 (2) : 88 -93

Maxillofacihl Injuriesfin Srinagarind Hospital

Bowornsilp Chowchuen
Prayong Taksaphan
Ronachai Komthong

- Department of Surgery, Faculty of Medicine,
Khon Kaen University '

. . b
nsnaidunszqnlumhnllianennaaiuniuns
viadall mvidu wa, Uszes Finwiug wa, sude Taames wa,
ﬂ?ﬂ?ﬂ?ﬂﬁﬂmﬂﬂf N uwnnmﬂm uMINGIdYYe NI

nudthoil¥snariy nuqn‘lunﬁﬁn 64 MU "flﬁfunm‘nm
'lu'inwmmaﬂmmum unInndvuouuny mumaaummﬂu 2527 03
mngmu 2530 (funm s U onnmumunoum iy 7 Ao 1 oy
vounga 4 1 gega eo 11 ewnas 28.5 1 Maumu‘lmy (Jovay 50.38)
wliwennanmely 1 Jundinnnagudmg 1~uznmmaummmmqsnuﬂu
bavonna 051 4 mumpuesnmnaduinlvgjifanngudmgsodninuud
(ovaz es.62) M 34 nu (Jevaz 53.12) muaamiuinduiaguAimg
uaz mhu 13 nv (Geuaz 20.31) uﬂsswéuqswmzﬁfuqﬁﬁmq MnAdy
nthousdesin wuldlevas 18.75 uam'hnummomn widovar 20.3
wmmnuqn‘lunmﬁnﬁun Mandible (Jouaz 49), Zygoma (ovaz 26),
Maxilla (Jouaz 15), Nasal bone (Jouay 6) uaz orbit (Jovas 4) 3¥ms
mdadulNgNe Intermaxillary fixation AT Interosseous wiring NITUNIN-
FounlAlugihy 24 o (Govaz 37.5) navifihodusin. 2 No Neusn
1NA0ABBNLYDNNBIUATONNUIAA  diabetes insipidus MuHAIMINAITY
Aoausanazduiiannanzmimeledumad '

A retrospective analysis of 64 patients who
had sustained maxillofacial fractures and were

treated in Srinagarind Hospital, Khon Kaen Uni- -

versity from August 1984 to July 1987 was under-
taken. Male to female ratio was 7:1. The ages
ranged from 4 to 60 years with the mean of 28.5

years. Most patients (59.38%) were admited to the
hospital within 1 day following the.injuries. The
average hospital stay was 9.51 days. Motorcycle
accidents accounted for the largest number of

‘fractures (62.62%). There were 34 patients who lost

consciousness immediately a_fter the accidents and
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13 patients had the history of alcohol consumption
just before the accidents. Major and minor asso-
ciated injuries occurred in 18.75% and 20.3%
respectively. Types of facial fractures were man-
dible 49%, zygomh 26% , maxilla 15%, nasal bone
6% and orbit 4%. Most of the operative inter-
ventions were intermaxillary fixation and in-
terosseous wiring. There were 24 morbidities
and 2 mortalites in the series. One patient died
from intraabdominal hemorrhage and another
developed diabetes insipidus after head injury
and finally died from respiratory failure,

INTRODUCTION

Maxillofacial injury is a significant cli-
nical problem. As our society has become
completely mobile, trauma has emerged as
one of the leading health problem. Maxillo-
facial injuries are among the common in-
juries seen in emergency room. The goals of
the treatment of facial injured patients are
to preserve sight, speech and deglutition,
to minimize deformity and to ensure proper
dental occlusion. Although the correction of
dysfunction and deformity is the major aim
of the treatment, the initial care must in-
clude proper airway maintenance, control of
hemorrhage, treatment of shock and asso-
ciated injuries. '

This study was performed to analyse
facial fractures® in Srinagarind Hospital
‘during the last 3-year period. ‘

MATERIAL AND METHODS

A retrospective review was made from
medical records of the patients treated as
major maxillofacial injuries in surgical de-
partment in Srinagarind Hospital during
August 1984 to July 1987. The data was ob-
tained from the patient records and radio-
graphic findings. The analysis was done with
respect to age, sex, hospital stays, etiology,
duration before admission, association with.
loss of consciousness and consumption of al-
cohol, the associated injuries, types of facial
fractures, treatments and complications.

(49.00%),
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RESULTS

During the 3-year period of this study,
64 patients were evaluated. The majority
were male (87.50%) with the male to female
ratio of 7:1 (Fig.1). The ages ranged from 4
to 60 years with the highest incidence in the
third decade (43.75%) and the mean age was
28.5 year (Fig.2).

Most patients were admitted to the
hospital within 1 day after the injuries
(59.38%). The hospital stays ranged from
1 to 60 days with the mean of 9.51 days
(Table 1).

Motorcycle accidents accounted for
the largest number of fractures .(65.62%),
followed by car accidents (Table 2). Asso-
ciation with loss of consciousness occurred
in 34 patients (53.12%), and 13 patients had
the history of alcohol consumption before
the accidents (20.31%). There was no cor-
relation between either loss of consciousness
or history of alcohol consumption to other
severe injuries.

Table 3 shows numbers of the asso-
ciated injuries. Major injuries (life-treaten-
ing) occurred in 12 patients (18.75%) with
the highest incidence in the cranial region.
Severe head injuries included coma, skull
fracture or intracranial hematoma. Severe
chest injuries included hemothorax, pneu-
mothorax or lung contusion that required
ventilatory support. Intraabdominal injuries
included all injuries that required immediate
operative intervention. Minor injuries oc-
curred in 13 patients (20.31%), the majority
of them were ocular injuries and long bone
fractures.

Types of facial fractures were pre-
sented in Table 4. There were 100 fractures
in 64 patients. The fractures were mandible
zygoma (26.00%), maxilla
(15.00%), nasal bone (6.00%) and orbit
(4.00%). The commonest area of mandibu-
lar fractures were body and parasymphyseal
area,
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Fig. 2, Age distribution of patients with maxiilofacial injuries
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Table 1 Hospital stays. ' Table 3 Associated injuries

No. of patients No. of patients
0-3 days 13 MAJORINJURIES
4-7days 20 (Life-treatening)
8-14 days ~ 20 Severe head injury 7
more than 14 days 1 Severe chest or major airway injury 3
Total 64 Intraabdominal injury 2
Carotid-cavernous sinus fistula 1
. L. MINOR INJURIES
Table 2 Etiology of the injuries Ocular injury 5
No. of patiénts Long bone frz.lcture and dislocation 5
Fracture clavicle 3
' Minor fracture pelvis 2
Motorcycle accident 42(65.62%) Fracture rib 1
Caraccident 10 Fracture transverse process of spine 1
Assault 4 Brachial plexus injury 1
Bicycle accident 2
Falling injury 2
Pedestriant 1 Table 5 Surgical procedure
Accidental hit 1
Sports 1 No. of operations
Not specified 1
Intermaxillary fixation 39
Total 64 . Interosseous wiring 19
Craniofacial suspension 6
Open reduction alone 5
Table 4 Types of facial fractures Antral packing 4
Plating 2
~ No. of fractures  Silasticsheath insertion 2
- Excision of mandibular condyle 1
MANDIBLE 49 Dental plate + circumferential wiring 1
Body 20 Tracheostomy 6
Parasymphyseal 14
Condyle 6 .
Angle and ramus 6 Table 6 Complications of maxillofacial injuries.
Alveolar 3 ’ No. of patients
ZYGOMA : 26 _
MAXILLA 15 Malocclusion and limitation of jaw. 8
Le FortI 2 . . .
Le Fort II 6 Ocular (blindness, optic nerve contusion, 8
diplopia, ectropion, and dacrygcystitis)
Le Fort II1 0 .. . .
Paresthesiain area of infraorbital nerve 4
Others 7 Non-union 1
NASAL BONE _ 6 Sinusiti 1
ORBIT 4 S
. . . Conductive hearing loss 1
Superior orbital margin NP
Gingivitis - 1
Floor 1 . . .
Injury to inferior alveolar nerve 1
Total 100 Slipping of silastic sheath 1
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The majority of surgical procedures
were intermaxillary fixation and interosse-
- ous wiring (Table 5). Most mandibular frac-
tures were treated by intermaxillary fixation
alone Fractures which required open re-
duction were treated by interosseous wiring
or plation. One case of subcondylar frac-
ture required condylar excision. Maxillary
fractures were treated by open reduction,
interosseous wiring, craniofacial suspension
or combined antral packing. Zygomatic frac-
tures were treated by Gillies’ procedure or
open reduction with interosseous wiring.
Silastic insertion was used in cominuted or
depressed fractures of the floor of orbit. Tra-
cheostomies were performed in 6 patients to
ensure the maintenance of airway in emer-
gency situation or during the course of the
treatment. ‘

Morbidities occurred in 24 patients
(37.50%) including malocclusion and limita-
tion of jaw movement, ocular complications,
infraorbital nerve paresthesia, ect. (Table 6).

There were 2 mortalities. One patient
died from intraabdominal hemorrhage and
another developed diabetes insipidusafter
intracranial injuries and finally died from
respiratory failure.

DISCUSSION

There was extreme preponderance for
male in maxillofacial injuries and the definite
peak incidence is in the third decade (20-30
years). Nearly all authors reported that the
highest incidence was in thig age group!'®,
resonably explained by the high physical acti-
vity during these years. Road traffic acci-
dents, especially caused from motorcycle
accidents were the largest single factor for
these injuries->5®,

About one-third of the patients had as-
sociated injuries. Many published papers
emphasized for these injuries®->'). Major
injuries included severe head injuries, pul-
monary injuries and intraabdominal injuries
which required operative interventions.
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Minor injuries included long bone fractures, .
dislocations, and ocular injuries. Cervical
spine injuries occurred in 1-3% in other re-
ports®'") but was not presented in our
series. Most of life-treatening injuries oc-
curred in high velocity traffic accidents and
were caused by high impact force applied to
the regioms of supraorbital ridge, midface,
and anterior part of the mandible®:11-1?,
The patients with upper facial fractures were
at the greatest risk of serious closed head in-
juries(?,

Twenty percents of the patients had
history. of alcohol consumption. We could
not demonstrate the association between
alcohol consumption and the major asso-
ciated injuries in this study. In other reports,
there was an increase in mortality and mor-
bidity in patients who “abused alcohol and
presented with facial injuries(-'.

' The majority of facial fractures were
mandibular fractures. Most authors obset-
ved that fractures of this region were located
at the weak bony region and in other reports
the most common area for mandibular frac-
tures were condylar fractures. In this study

the most common sites of fractures were bo-

dy and parasymphyseal fractures. The causes
of these fractures were direct blow to ante-
rior part of the mandible®. Probably the
incidence of subcondylar fractures should be
higher but some of them did not presented
with obvious features and were not diag-
nosed.

Intermaxillary fixation with arch bars
was the most common method employed to
fix maxillofacial fractures. Most mandibu-
lar fractures were treated by this method
alone(!V, There were limited number of frac-

. tures which required open reduction. Exam-

ple of these fractures were fractures which
were not stable by closed reduction alone
and fractures in edentulous patients(1:14-17:21),

Of zygomatic fractures, some cases

could be treated by Gillies’ approach alone
but maintenance in position with additional
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interosseous wirings at frontozygomatic
suture and infraorbital margin was under-
taken in case that fractures were not stable
after the reduction.
_ For middle third fractures of facial ske-
laton, the treatments by reduction and inter-
maxillary fixation combined with internal
suspension wires, interosseous wiring or
antral packing as indicated were employed.
Bone plates were used in limited num-
bers of mandibular fractures such as cer-
tained types of fractures, fractures in eden-
tulous patients and patients with coma,
disorientation or malnutrition(!7-18.2223),
The multiple nature of the injuries sus-
tained in high velocity traffic accident is
necessary for a multidisciplinary approach in
both primary assessment and definite care.
Apart from maxillofacial injuries per se,
priority in the management of these patients
are the maintenance of airway, control of he-
morrhage and the treatment of associated
injuries'“?". Two mortalities from asso-
ciated conditions in this series can emphasize
for the concerning of these priority.

CONCLUSION

Maxillofacial injuries are still one of
the common problems in emergency room.
We have presented a prelimenary report
of the pattern of the injuries, treatments and
the complications of these injuries in our
hospital. We hope that the incidence of mor-
bidity and mortality of the patients will be
lower by proper managements of the injuries
and the associated conditions.
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