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ABSTRACT

Background. Panfacial fractures involves fractures of several bones of face. They are associated
with malocclusion, dizh face deformity, enopthalmos, diplopia, cerebrospinal fluid leak and soft tissue
injuries. Purpose. The purpose of this paper i to present a case of minimizing swrgical wound and
marbidity. Case. A 40 year old female presented with severe maxillofacial injuries caused by motor
vehicle collisions about 5 days prior o admission. The assessment of the patient i mild head injury,
panfacial fractures, lacerated wound at face, rupture of globe of occular sinistra. An open reduction and
internal fixation (ORIF) and enucleation of globe occular sinistra was performed. Intraoral vestibular
incision is made in the uppsr and lower vestibular region. Mucoperiosteal flap elevation of vestibular
will exposure of the antericr maxilla and mandibular fractures. Intermaksilary fixation within 3 wesk
and restore aesthetic with prosthesis fitting eyeball and denture. Thscusion. The goal of treatment
of panfacial fracture is © restore both the functions and pre-injury 2-dimensional facial contours. To
achieve this goal Two common seguences of management of Panfacial fractures are proposad, “Bottom
up and inside out” or "Top down and outside in"”. Other sequences exist but there are variations of these
two major approaches. Conclusion. A minimally invasive approach to the fracture site is an alternative
method to manage panfacial fracture with a simple, effective and lower complication rate.
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ABSTRAK

Latar belakang. Fraktur panfasial odalah fraktur yang meliputi beberapa tulong wajah dan trouma
Joringon lunok. Froktwr panfosial menyebabkon terjodingg moloklusi, deformitas wajoh, enopthalmus,
diplopia dan keluarmnya cairan serebrospinal. Tujuan. Tujuan penulisan mokolah ini odalah wniuk
mempresenfasikon tatoloksanan kosus panfasiol dengan pembedohan minimal don morbiditos yang
rendoh. Kosus. Pasien perempuan usia 40 tohun doting dengan cedera maksilofosial yang parah, yang
disebabkan oleh kecelokoaon sepeda molor sekitor 5 hari sebelum masuk Rumoh Sakit Hosan Sodikin.
Paosien didiegnosa dengan cedera kepala ringan, froktuwr ponfasiol, [wka robek diwajoh dan rupture bola
mata kir. Selanjuinyo dilokukan operasi open reduction and internal fixabion (ORIF) don enukleasi
bola mata kiri. Operasi diowali dergan membuat sayolan dideeroh vestibulum rohang afas dan bawah.
Selonjutmya dilckukon pembuctan flop mukoperiosteal sehingpa dapat terfihat frokiur poda bagion
anterior maksila dan mandibula. Selanjutnya dilokukan fiksasi infermaksilar selama 3 minggu dan wniuk
mengembalikan estetik penderita dilokukan pemasongon protesa bola mata dan gigi tirvan. Pembahasan.
Tujuwan dari tatoloksano fraktur panfasicl odaloh untuk mengembalikan fungsi don penampilan wajoh
sedopat mungkin seperti sebelum terjodinyg kecelokaon, untuk ity diperivkon adamyo dua pendekaton
yvaitu teknik “Bottom up and inside out™ atau “Top down aond outside in”. Kesimpulon. Pendekatan
bedah dengan melakukan soyatan yang minimal poda sisi fraktur odoloh saloh sabtu metode alternative

dalam tatalaksana frakiur panfasial dengan mudah, efektif dan komplikasi yang ringan.

Kata kunci: Fraktur panfasial, ORIF, Rekonstruksi

INTRODUCTION

The facial region has both functional and
aesthetic units. Trawma to the facial region may
corrupt any of these umits, causing aesthetic
deformities and functional difficulties.’

Panfacial fractures are those imaodving the
mandible, maxilla, and zZygomatic complex at
the same time and usually accompanying naso-
orbito-ethmoid (HOE) and frontal bone fractures.
They are often associated with soft tissus injuries
and loss of bony structures that can lead to
severe posttraumatic deformities and disabilities
like malocclusion, “dish" face deformity,
enophthalmaos etc.** Cranio-maxillofacial fractures
are commonly associated with head and cervical
spine injuries that involve predictable patterns of
dispersion of force from the maxllofacial skeleton
and transmizsion to the cranial vault and cervical
spine_* And because they are often accompanied
by complex trauma to other areas like the brain
and body that threaten the life of the patient, the
treatment of the facial injuries is often delayed. if
treatment is not cammied out soon after the injury,
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facial bone fractures often mal-united, soft tissues
shrink and contract, and scarming occurs, all of
which makes delayed treatment very difficult.?

Panfacial trauma results in severs injury to
the hard and soft tissues of the face and associated
structures. These fractures are often comminuted
and treatment must be individualized for each
patient.* Computed tomography (CT) has greatly
added to the prepperative appreciation of the
extent of fractures. It allows one to formulate a
treatment plan, including surgical approaches and
the sequencing of fracture repair. Axial, coronal,
and sagittal views are helpful, as well as three-
dimensional wviews, especially in patients with
severely comminuted fractures.

Patients with panfacial fractures represent
a small proportion of the overall patient
population with facial fractures. Because of the
force necessary to cawse panfacial injury, these
patients often have other concomitant injuries.?
Motor wehicle collisions, assault, sports-related
accidents, industnial accidents, and gunshot
wound may cause panfacial fractures that affect
the lower, middle and upper part of the face. “*
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CASE REPORT

A 40 year old female consult from Gunung
Jati Hospital, presented with severe maxillofacial
injuries caused by motor vehicle collisions abouwt
5 days prior to admission. On amival, his vitals
were stable. He was fully consciows, well oriented
with time, place, and person. In our examination
we found oedem on face, bilateral perniorbital
ecchymaosis, subconjuctival hasmorrhage, dish
face, deformity, multiple facial fractures and
situational suture on face, and had persistent
bleeding and cerebrospinal fluid leakage from the
nose.

Radicgraphic and }-Iimensional Computed
tomography (3-DCT) image revealsad fracture of

frontal bone, fracture of bilateral inferior orbital
rim, Le Fort I, comminuted nasoorbitoethmoid
(HOE) fractwre, zTygomatico maxilaris complex
(IMC) fracture on left side, nasal bone, fracture
of palate type 3 dan simphisiz mandible were
present.

Hecrotomy, debridement and primary suture
of lacerated wound at face and palate under local
anastesia was performed at emergency room.
Interdental wiring using enich bar was performed
to stabilized of mandibular and palatal fracture.
An open reduction and rigid intermal fixation
and enucleation of left eye was performed at 14
days after collision. A joint operation between
Oral and Maxillofacial Sugery Departement and
Opthalmology Departement.

Figure 2. 3-Dimensionsl CT showing panfacial frecture {fracture of frontsl bone, Le Fort: ll, commirmsted BOE fracture, ZMC
fracture on left shde and stmphisis mandible).
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Figure 3. Clindca] figure o post debridement of lsoerated wound st palate, b. post suturing of lacerated wound st palate, o
past interdental wiring.

v

& b.
Figure 5. & Reconstruction of mandible buttress, b
recorsiroction of maxdllsr buttress.

Fractures of buttresses were reduced and
fixated with miniplates and screw (Fig. 5). An
intraoral vestibular incision is made in the lower
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vestibular region from canine left to the righ
side. With the mucoperiosteal flap elevation,
exposure of the simphisis mandibula region and
fizated of the fracture with miniplate and screw.
The dissection i very simple and carries no risk of
damaging the branch of the facial nerve.

When the main framework was obtained,
the other fracture sites were exposed and treated.
An intraoral vestibular incision i made in the
upper vestibular region from the first molar at
left side to canine region at the right side. With
the mucopeniosteal flap elevation, exposure of the
anterior maxilla and supsrior dento-alveolar archis
obtained. After the symphysis and maxilla fracture
was reduced, an intermaksillary fixation (IMF) was
done in order to achieving good ooclusion.

& b.
Figure &. & ooclesion after surgery, there was open bite
pasterior: B. intermaksilary fixation {I8F) using rubber for
achi=ving good ooclusion.
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Pioture 7. Chnicsl ptcture post treastment and insertion of fabricated orbital prosthesis.

DISCUSSION

Panfacial fracture are defined as fracture
imeodving the lower, middle, and upper case’
Treatment can be challenging and reguires an
individualized treatment plan. Afirm understanding
of the treatment principles of each individual
fracture is necessary before attempting to tackle
the patient with panfacial fracture. Historically,
these fractures were treated conservatively,
which led to significant postoperative problems,
including crippling malocclusion, significant
increase in facial width, and decreased facial
projection.®

Midface fractures, especially i related
to traffic accidents, represent a remarkable
problem from a surgical, psychological, and social
standpoint. In trauma dynamics, the pattern of the
fractures can extend to all bony fragments and is
often associated with soft tissue injuries and loss
of bony strectures. This can lead to posttraumatic
deformities that greatly influence the patient
psychologically and limit his social rehabilitation,
sometimes permansntly®

A systematic approach must be planned and
used for the treatment of panfacial fractures.
Recent articles hawve reported varied means of
skin incision and osteasynthesis, and there is no
consensus among the authors for the treatment
of facial fractures. Reconstruction of buttresses,
frontal bar, and ramus and corpus of the mandibula
is very important to provide facial width, length
and projection. Bone fractures also affect the
skin envelope and lead to soft tissue shrinkage,
stiffmess and undesirable scamming.!

The goals of the panfacial fracture treatment
are to restore the face to as close to the preinjury
state as possible ** Thisis accomplished byaccurate

reduction and fixation of the various fractures
with special attention directed at restoring facial
height, width, and projection. Treatment should
focus on restoring both form and function while
minimizing the need for secondary surgery®™® To
achieve this goal, varous management schemes
have been proposed including “bottom to top,”
“top to bottom,™ “inside-out,™ or “outside-in."
Many surgeons prefer the mandible as a foundation
on which to reconstruct the ooclusion first. %"

The preferred seguence in complex panfacial
fractures starts with mandibular reconstrection.®
The “Bottom up and inside out™ approach allowed
stable reconstruction of mandibular fracture &
establishes the mandible as foundation for setting
the rest of face especially when reasonable
dentition is present amd with atleast one intact
condyle. * The used of this approach is based on the
assumption that the mandible can be reconstructed
to provide an intact craniomandibular relation for
maxillary positioning.*

Plate and screw fixation allowed spatial
control and position of multiple facial fracture
fragments and thereby did two things that affected
the sequencing of panfacial fractwre. First it
allowed stable reconstruction of mandibular
fractures so that the mandible could be used to
paosition the maxilla whitout fear that telescoping
of fragments might occur in the subcondylar region.
Second, it allowed the possibility of providing a
stable ooclusal base in the maxlla.'?

The occlusion is ==t by placing IMF. This
would ensure maxilla is in proper position.?
Because occlusion is the touchstone of mandible
and maxillary fracture treatment. Intermaxillary
fiocation or rigid fixation with miniplates and
screws is used for ostegsynthesis. Intermaxillary
fixation provides better occlusion and has a lower
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infection rate, so it should be the first choice if
possible. ' In this case we use a rubber to fixated
the maxilla and mandible in order to achieving
a good occlusion. And at gross loss of teeth case
may affect the ability to relate the maxilla o
the mandible. Intraoral wvestibular incision is
made in the upper vestibular region, With the
mucopericsteal flap elevation, this local incisions
are gaining in popularity recently because the
dizsection iz simple and the scar may be hidden in
the natural crease !

An ocular defect may affect the patient
psychologically. 5o that an ocular prosthesis will
be part of the facial prosthesis. Goular prosthesis
is given to wuplift the patient psychologically
and improve the confidence ™™ To improve the
comfort and matching of the prosthesiz with
that of the natural eye, an custom made ocular
prosthesis is prefermred.™ In thiz case, patient uss
readymade (stock ocular prosthesis) becauwse of
time Limitation and cost factor is taken.

COMCLUSHIN.

When there are multiple facial fractures
imsolving upper & lower face, reconstruction should
be approached as puzzle. A systematic approach
must be planned and wsed for the treatment of
panfacial fractures. A minimally invasive approadch
to the fracture site iz an alternative method o
manage panfacial fracture with a simple, effective
and lower complication rate.
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