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ABSTRACT 

A retrospective study of maxillofacial fractures is presented in order to analyze the age, sex, 
etiology and treatment modalities of such fractures in Dental section, BMC. During one-year period 
(May 2002—April 2003), 58 patients of maxillofacial fractures were treated. The age range of the 
patients was 7-70 years. Of the 58 patients 97% (n=56) were male with the peak incidence occuring in 
the age group 15-30 yrs. Of the 58 fractures 66% (n=38) were due to motor vehicle accidents, 12% 
(n=7) were due to fall, 9% (n=5) sustained during sports, 9% (n=5) were due to assault and 5% (n=3) 
occured while at work. Of these 45% (n=26) patients were treated by open reduction, 50% (n=29) with 
close reduction, 5% (n=3) with surgical splints and circumferential wiring (CFW). MMF was done in 
about 86% cases (n=50). 

Key words: MMF (maxillo-mandibular fixation), Max- fac (maxillofacial), CFW (circumferential 
wiring), Mand (Mandible), DA (Dent° Alveolar), Max (Maxillary), Zyg (Zygoma). 

INTRODUCTION 

The Maxillofacial injuries are grotesque in appear-
ance and frequently encountered in the practice of 
emergency medicine and optimal management requires 
co-operation between emergency physician, trauma 
surgeon and maxillofacial specialist. Mandibular 
fractures are the second most common facial fractures4, 
which are often, multiple, and mainly involve the body 
and the condylar process7,8. Patients with mandibular 
fractures are at high risk of airway obstruction. The 
treatment of mandibular fractures can be divided into 
open and closed techniques. Closed treatment refers to 
external fixation devices and MMF, while open 
reduction is reserved for displaced/complicated cases. 
Maxillary fractures today are often the result of motor 
vehicle accidents. Patients with maxillary fractures are 
often critically ill with multisystem  

injury. Fracture patterns are often mixed, with a low-
grade Le Forte on one side and higher grade on the 
other1. The entire face, including the inferior and lateral 
portions of the orbital rim, move with mobilization5 The 
LeFort IV fracture, which was not initially described by 
LeFort, involves the superior aspects of the face and 
frontal bone in conjunction with maxillary fracture3. 
Maxillary fractures are treated by reduction and 
immobilization. MMF is more commonly used in 
conjunction with other immobilization techniques. 
Recent advances in the treatment of maxillary fractures 
have been the use of extended open reduction 
techniques with rigid plate and screw fixation of facial 
buttresses. Bone grafts have been used to replace 
missing and comminuted bone with early treatment of 
these injuries. Patients with complex maxillary fractures 
must be admitted for open reduction and internal 
fixation with miniplates2. 
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The prominent location of zygoma makes it prone 
to fracture. The mechanism of injury usually involves 
a blow to the side of face from a fist, object or 
secondary to motor vehicle accidents. (RTA). Zygoma 
fractures occur in two major patterns: the more serious 
tripod fracture and the more common zygomatic arch 
fracture. The classic tripod fracture is composed of a 
fractured infraorbital rim, diastases of the zygomatic-
frontal suture, and disruption of the zygomatic-tempo-
ral junction at the arch. Most patients' display lateral 
subconjunctival hemorrhage and infraorbital anesthe-
sia6. Trismus or an open bite may result from the 
zygoma impinging on the masseter muscle or coronoid 
process9. Radiographic evaluation of the fracture is 
mandatory and may include both plain films and com-
puted tomography. Closed reduction was the methods 
of choice for nearly all zygomatic fractures despite 
unpredictable results with significant chance of relapse 
-We feel that plate and screw fixation is now the 
standard of care. 

MATERIALS AND METHODS 

Fifty-eight patients who visited the oral surgery 
Dept, Dental Section, BMC (SPH), Quetta during one 
year (May 2002-April 2003) were included in the study. 
It is a tertiary referral centre for maxillofacial injuries 
for whole of Balochistan province, however patients 
also reported from across the border, i.e., Afghanistan. 
A thorough history was taken and clinical examination 
was performed on all patients presenting with maxillo-
facial trauma. The clinical diagnosis was made in all 
cases by radiographic examinations (OPG, PA man-
dible, occipitomental views, and submento vertex, i,e., 
jughandle view) 

RESULTS 

Of the total 58 patients, the age range was 7-70 yrs. 
The most common age group was 15-30 yrs (n=32) (Fig 
2, Tab 2). 97% (n=56) patients in the study were male, 
while 3% (n=2) belonged to opposite sex (Fig 3). 
Regarding the etiology, 66% (n=38) of patients sustained 
injuries due to RTA, 12% (n=7) were due to fall, 9% 
(n=5) during sports, 9% (n=5) because of alleged assault 
and 5% (n=3) occurred while at work. 

Total 58 patients with maxillofacial trauma were 
treated in this study. Of these 83% (n=48) were man-
dibular fractures (Fig 4), 14% (n=8) were maxillary/ 
zygomatic fractures and 3% (n=2) were dentoalveolar 
fractures. Closed reduction was chosen in 50% (n=29) 
of patients, while in 45% (n=26) open reduction was 

88 

utilized. Three cases, i.e., 5% were treated with surgical 
splints and circumferential wiring (Tab 1, Fig 1). MMF 
was done in. 86% (n=50) cases. 

TABLE 1. SHOWING THE DIFFERENT 
TREATMENT METHODS USED 
IN THE STUDY (n-58) 

Methods No. of patients Percentage 

Close  
Reduction 

29 50% 

Open reduction 26 45% 

Circumferential 
Wiring 

3 5% 

 

 
 
 
 
 
 
 
 
Fig. 1. Graphic Presentation Showing Treatment 

Methods- used in the Study (n-58) 
 

 

 

 

 

 

 

Fig.2. Graphic Presentation Showing Different Age 
Groups (n-58) 

TABLE 2. SHOWING THE DIFFERENT  
AGE GROUPS (n-58) 

Age No. of patients Percentage 
1-14 yrs 11 19% 

15-30 yrs 32 55% 
31-60 yrs 12 21% 
61-70 yrs 3 5% 



 

100% cases (n=58) underwent surgical treatment. 9 
Majority of these patients were treated by close reduc- 

 

 Male 
 Female 

3% 

97% 

Fig. 3. Graphic Presentation Showing Percentage of 
Sex Distribution (n-58) 

                       
Fig. 4. Graphic Presentation Showing Percentage of 

Location of Different Maxillofacial Fractures 
(n-58) 

DISCUSSION 

In the present study total 58 patients of Max.fac 
trauma were attended, diagnosed and treated. It ap-
pears from our data that 97% (n=56) of patients pre-
senting with Max-fac fracture were male and only 3% 
(n=2) were female. This ratio in favor of men can be 
explained by the fact that majority of such fractures 
result from RTA, violence and sport etc. where men 
are more often exposed to such activities. These 
findings may be reflection of bad state of roads, 
driving skills and lack of education or legislation such 
as compulsory wearing of seat belts/helmets for 
motorcyclists and less sport activities in the province. 
Most of the females of this area are housewives and 
are less active outdoors. In the study it was observed 
that mandible fracture is one of the most common 
fractures of the facial skeleton. Forty eight out of fifty 
eight patients (83%) occurred alone or in combination 
with other facial bone fracture.  

tion/ MMF. This is of particular advantage in the 
province like Balochistan where facilities for rigid 
fixation/miniplates are still not available and most 
patients cannot afford the economical burden of 
miniplates as well. Close reduction was employed in 
50% (n=29) cases while open reduction with wire 
osteosynthesis was performed in 26 patients. MMF was 
done in 86% (n=50) cases. 

CONCLUSION 

The results of this study highlighted the impor-
tance of safety measures and continuing road cam-
paigns such as seat belts and motorcycle legislation. 
We feel seat belts should be introduced in developing 
countries to combat road traffic accidents, a major 
cause of Max.fac trauma. The result of this study also 
demands the availability of facilities like rigid osteo-
synthesis (miniplates) in our centre. However we need 
to evaluate the treatment of Max.fac fractures in 
Balochistan in a much wider scale so as to devise 
better treatment protocols for our patients to minimize 
discomfort and to avoid complications. 
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