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Two Years Audit of Maxillofacial Surgery Department

INTRODUCTION

An audit of clinical practice is the analysis of data
either prospectively or retrospectively to determine
both quantitatively and qualitatively the work load of
an institution or individual department. It includes
numbers of admissions, patient demographics, various
complications and mortality. 1

Surgical audit is a normal part of surgical practice2.
It is a systematic, critical analysis of the quality of
surgical care provided, with the aims of improving
quality of care, continuing education for surgeons, and
guiding appropriate use of health resources. It has
certain advantages, e.g. accuracy of data collection,
opportunities for clinical learning and training needs
analysis, clinical outcome indicators, development of
surgical protocols, measures of operational effective-
ness, opportunities to identify and correct problems
and guidelines for research. 3,4

The worldwide pattern of oral and maxillofacial
surgical conditions has been rarely reported despite its
significance in head and neck medicine5.

A two year audit from Jan 2006 to Dec 2007 was
presented in this study which will cover clinical, aca-
demic and research aspects. This audit was designed
with the aim to identify potential problems in the
quality of care when oral and maxillofacial surgery is
provided to the community in KCD unit.

MATERIALS AND METHODS

All patients admitted to Oral & Maxillofacial Surgi-
cal Unit of Khyber College of Dentistry Peshawar over
a 2 years period from January 2006 to December 2007
were included in the study. Data was recorded on
patient’s age, gender, occupation, date of admission,
geographic distribution, cause of disease/ trauma and
presenting complains. Data collected also included, the
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number and nature of surgical procedures, hospital
stay and complications.

The Database was used to determine the number
of patients, number and type of procedures and out-
come factors for morbidity. Various complications and
mortality factors were also discussed.

RESULTS

Between January 2006 and December 2007, the
Department of Oral & Maxillofacial Surgery, Khyber
College of Dentistry, Peshawar offered specialized
services to 2764 patients. Among these 1842 were
males and 922 were females. The male to female ratio
was 2:1 (Fig-1). These patients reported from different
areas of NWFP as well as from out side regions. The
geographical distribution of these patients is given in
Fig 2. It is worth mentioning that for the purpose of
convenience, a division wise distribution was preferred
along with FATA and Afghanistan as a whole.

The youngest patient in this study was 6 months
old and the eldest was 90 years old. The overall age

distribution is given in Fig 3 with the peak in 1st
decade. The distribution of 2764 patients is shown in
Table 1. Maxillofacial injuries comprised 36.32%
(n=1004) of the total patients. Mandibular fractures
were the most common among maxillofacial injuries
(Fig 4). The treatment modalities applied to these
fractures are shown in (Fig 5). Dental Extractions
under mask anesthesia were 35.96% of total patients.
This specific group of patients was mainly uncoopera-
tive children or mentally retarded and was difficult to
handle under local anesthesia.

Temporo mandibular joint ankylosis was seen in
145 patients (5.25%). Out of these 104 patients were
operated. Peripheral neurectomies were performed in
76 (2.75%) cases of trigeminal neuralgias while 18 (0.65
%) repairs of oroantral / oronasal fistulae were done.

Pathological lesions of the hard and soft tissues
were 15.02 % of the total audit. Among these cystic
lesions were more common (41.69%), followed by Fibro-
osseous lesions (12.53%) and abscesses (9.64%) as

TABLE 1: DISEASE WISE DISTRIBUTION OF
PATIENTS (n = 2764)

Disease Number Percent-
age

Trauma 1004 36.32
Dental Extractions 994 35.96
Lesions of hard & soft Tissues 415 15.02
TMJ Ankylosis 145 05.25
TMJ dislocation 10 00.36
Trigeminal Neuralgia 76 02.75
Wisdom Teeth 54 01.95
Oro antral fistula 18 00.65
Complications 48 01.74

Fig 1: Gender Distribution
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Detailed scrutiny of the record showed that a
total of 48 (1.74%) patients out of 2764 presented
with complications /morbidity. Out of these 48
patients, 43.75 % (n=21) were those presented
with infections following bone plating (Fig 6). The
number of complications dropped from 2006 to 2007
(Fig 7).

TABLE 2: PATHOLOGICAL LESIONS (n =  415)

Type Number Percent-
age

Cystic lesions 173 41.69
F.O Lesions 52 12.53
Abscess 40 9.64
Gingival hyperplasia 37 8.92
Squamous cell ca 30 7.23
Hemangioma 24 5.78
Osteomyelitis 13 3.13
Ranula 9 2.17
Ameloblastoma 7 1.69
Salivary gland stones 6 1.44
Sarcoma 3 0.72
Others 21 5.06

TABLE 3: TREATMENT MODALITIES OF
PATHOLOGICAL LESIONS (n = 415)

Disease Number Percent-
age

Excisions 200 48.19%
Incisional biopsies 114 27.48%
Stone removal 6 01.45%
Boiling water injection 24 05.78%
Sequestrectomies 13 3.13%
Incision drainage 32 07.71%
Mandibulectomies 13 03.13%
Maxillectomies 2 00.48%
Marsupialization 11 02.65%

shown in Table 2. The treatment provided for such
lesions is shown in Table-3.

Fig 4: Maxillofacial Trauma (%)
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DISCUSSION

An audit of surgical outcome can be seen as the
final step in what has been termed the “journey of care”
for both the individual patient and for the population as
a whole. 6 When outcomes are open to scrutiny, data
validation is a vital component of meaningful clinical
audit. It outlines in greater detail the progress and
problems in surgical audit. 7

Maxillofacial injuries remain the serious clinical
problems because of the specificity of this anatomical
region8 and constitute approximately 45% of the work
load on Oral and Maxillofacial surgeons worldwide9.
Our finding (36.32%) for maxillofacial trauma is slightly
on the lower side. However, the data from maxillofacial
departments do not reflect quite precisely the inci-
dence of maxillofacial injuries. The reason being some
patients with maxillofacial injuries concomitant with
severe injuries of the other body regions are admitted
to neurosurgical, casualty, orthopedic, ENT and other
wards. Another possible explanation can be that there
may be no need to treat the patients with minor
maxillofacial injuries in the specialized maxillofacial
surgery departments. Although, the pattern of bony
injuries (Fig 4) in our study is in agreement with
reports from other developing countries.9 Increase in
the incidence of trauma (1.83%) as a result of fire arm
injuries from 2006 to 2007 indicates the increase in
violence in the region in the form of war on terror. The
predominance of injured males is consistent with the
findings of previous published work showing male to
female ratio ranging from 2:1 to 2.5:1.10 In this study,
the ratio was 2:1 which is a reflection of the worldwide
research.

Among the pathological lesions of the hard and soft
tissues, squamous cell carcinoma has significantly
greater incidence (7.23%) than the rest of the world (2-
3%).11 This is probably because of the increase in
tobacco use as Naswar in this part of the region, which
is an established cause of oral SCC.12

Hemangiomas has increased in number from 2006
(3.44%) to 2007 (13.42%), although the overall inci-
dence (5.78%) is still less than the rest of the world
(21.95%) 13 partly because the majority of the patients
visit to other specialties as well. The findings for
other pathologies are consistent with studies else-
where., 5, 14

The treatment for ankylosis of the TMJ remains a
challenging and frustrating endeavor. The treat-
ment is evolving slowly into a more predictable
technique, with more and more technological
advancements in both surgical performance and
adjunctive therapy. Many promising therapies are on
the horizon; in the years to come perhaps one can hope
not only to make the surgery less challenging but also
the results more satisfactory and uniform throughout
the world.15 The incidence of TMJ ankylosis has
dramatically decreased during our study period
from 7.27% in 2006 to 3.03% in 2007, partly because
of the positive attitude and awareness of the commu-
nity towards the prevention and treatment of this
condition.

The pre auricular approach with temporal exten-
sion, popularized by Al Khayat and Bramley in 1981 is
the preferred technique for condylectomy15. Using this
approach a total of 104 out of 145 TMJ ankylosis were
treated successfully during this period. Arthroplasties
were done using either disc or temporal muscle.
Coronoidectomies were also performed in those cases
where mouth opening was difficult to achieve by
condylectomies alone.

In this study 76 patients (2.75%) with trigeminal
neuralgia were treated by neurectomies as com-
pared to 0.015% in other parts of the world.16  In
most of the developed countries the patients of tri-
geminal neuralgia are well controlled with
Carbamezapine and other similar drugs. Keeping in
view the long term follow up as well as cost of the
medicines for a long period of time, people of this region
opt for surgical treatment of trigeminal neuralgia.
This not only reduces their repeated visits for consul-
tation but also give them quick recovery from unbear-
able painful condition. The saving on the cost of medi-
cine is another advantage for the poor patients in
particular.

A fundamental percept of the philosophy of den-
tistry is that problems should be prevented dictating
that impacted teeth are to be removed before complica-
tions arise.17 The dilemma for the oral and maxillofa-
cial surgeon is the inability to predict future mor-
bidity with retention of asymptomatic impacted
teeth. Micro flora around unerupted teeth has shown
a predominance of organisms implicated in perio-
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dontal diseases, such as deep pocketing and alveo-
lar bone loss particularly distal to second molar in
mandibular third molars impactions.18 Impacted
teeth present a spectrum of major problem affecting
the large population with remarkable morbidity.19

One of the commonest group of patients reporting
to oral surgery department are young healthy adults
seeking help for impacted or partially erupted third
mandibular molars and it is found that most of
them are removed because of infections related to
them.20 Our findings are similar to the previous obser-
vations. 21

The incidence of infections following intra osseous
fixation is from 12 – 32 % worldwide.22  Our study
shows 21.12% of plates / wires removal due to
infections. The overall post operative morbidity /
complications rate dropped to 1.44% (n=19/1320)
in 2007 as compared to 2.01% (n=29/1444) in 2006
because of the more careful case selection and the
introduction of preoperative discussion regarding the
treatment planning. Moreover, the better infection
control during the later period may be the reason for
drop in infection.

CONCLUSION

This study is the first of its kind in the specialty
of Oral & Maxillofacial surgery in Pakistan.
The conclusion that can be obtained from this study
are;

1. Department of Oral & Maxillofacial Surgery
Khyber College of Dentistry is the  busiest
Centre in Pakistan.

2. The procedures performed on patients report-
ing to this centre vary from simple  extraction
under general anesthesia to resections and
reconstructions.

The geographical distribution is a clear indication
that this institution not only caters    the entire North
West Frontier Province but also FATA and neighbor-
ing country Afghanistan.

RECOMMENDATIONS

The specialty of Oral & Maxillofacial Surgery needs
to be introduced at District Head Quarter Hospitals so
that the needy patients are provided services at Dis-
trict levels.
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