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I N T R O D U C T I O N
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S T E P  O F  I N I T I A L  A S S E S M E N T

1. P R E PA R AT I O N   

2. T R I A G E   

3. P R I M A R Y  S U R V E Y  ( A B C D E S )  W I T H  I M M E D I AT E  
R E S U S C I TAT I O N  O F  PAT I E N T S  W I T H  L I F E - T H R E AT E N I N G  
I N J U R I E S   

4. A D J U N C T S  T O  T H E  P R I M A R Y  S U R V E Y  A N D  R E S U S C I TAT I O N   

5. C O N S I D E R AT I O N  O F  T H E  N E E D  F O R  PAT I E N T  T R A N S F E R   

6. S E C O N D A R Y  S U R V E Y  ( H E A D - T O - T O E  E VA L U AT I O N  A N D  
PAT I E N T  H I S T O R Y )   

7. A D J U N C T S  T O  T H E  S E C O N D A R Y  S U R V E Y   

8. C O N T I N U E D  P O S T  R E S U S C I TAT I O N  M O N I T O R I N G  A N D  
R E E VA L U AT I O N   

9. D E F I N I T I V E  C A R E  
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I N I T I A L  M A N A G E M E N T
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Trauma to the face demands aggressive but careful 
airway management

• Trauma to the midface can produce fractures and dislocations 
that compromise the nasopharynx and oropharynx.  

• Facial fractures can be associated with hemorrhage, swelling, 
increased secretions, and dislodged teeth, which cause 
additional difficulties in maintaining a patent airway.  

• Fractures of the mandible, especially bilateral body fractures, can 
cause loss of normal airway structural support, and airway 
obstruction can result if the patient is in a supine position.  

• Patients who refuse to lie down may be experiencing difficulty in 
maintaining their airway or handling secretions. 
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P O S I T I O N  O F  C O M F O R T
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P I T FA L L S

Facial edema in patients with massive facial injury can 
preclude a complete eye examination. 

P R E V E N T I O N    
Perform ocular examination before edema develops.  
Minimize edema development by elevation of the head 
of bed (reverse Trendelenburg position when spine 
injuries are suspected).  

!10



SECURE THE AIRWAY 
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R A C C O N  E Y E S
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S E V E R I T Y  O F  T R A U M A  
Minimal (bruises, hematomas, excoriations)
Minor (lacerations, dental trauma)
Moderately severe (jaw and facial bone fracture)

Serious (anterior skull base,LeFort fractures type II or III, combined fractures of facial skeleton and skull)
Lethal

Shahim, F.N., Cameron, P. and McNeil, J.J., 2006. Maxillofacial trauma in major trauma patients. Australian Dental Journal, 51(3), pp.225-230.

!14



T Y P E  O F  M A X I L L O FA C I A L  T R A U M A
Fracture maxilla 
Fracture orbit 
Fracture nasal bone 
Fracture zygoma 
Fracture mandible
Teeth injuries
Eye injuries
Dislocation of TMJ
Mouth injuries
Ear injuries
Fracture palate and facial bones

Shahim, F.N., Cameron, P. and McNeil, J.J., 2006. Maxillofacial trauma in major trauma patients. Australian Dental Journal, 51(3), pp.225-230.
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F I V E  M A J O R  C AT E G O R I E S /
M E C H A N I S M S  O F  I N J U R Y

Traffic accidents
Assault
Injury associated with fall
Variety causes including sport
Occupational
Miscellaneous
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Sunita, M. and Gurdarshan, S., 2013. Incidence of maxillofacial trauma in Sonepat (Haryana), India. International Journal of Medical Dentistry, 3(1), p.80.



F I V E  M A J O R  C AT E G O R I E S /
M E C H A N I S M S  O F  I N J U R Y

Activity of daily life
Sports
Violence
Traffic accidents
Work accidents
Other causes

Gassner, R., Tuli, T., Hächl, O., Rudisch, A. and Ulmer, H., 2003. Cranio-maxillofacial trauma: a 10 year review of 9543 cases with 21 067 injuries. Journal of cranio-
maxillofacial surgery, 31(1), pp.51-61.
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S O F T  T I S S U E  I N J U R Y

1 

• D E B R I D E M E N T   
• A S S E S M E N T  

O F  V I A B I L I T Y  
• P R E C I S I O N
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C A R A  F O T O  K L I N I S
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F R A C T U R E S  O F  T H E  Z Y G O M A  

!Most common injury after Nasal Fracture 

! Prominent position " Susceptible to traumatic injury 

! Changes in facial appearance & function 

! Associated with ocular & periocular injury 
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Arch 
fracture

Inferior 
Orbitalrim

Lateral 
Orbitalrim

!24



- S Y M P T O M S  :  
A N E S T H E S I A  O R  H Y P E S T H E S I A  
D I P L O P I A  :  B L O W  O U T  
F R A C T U R E ! ! !  
L I M I TAT I O N  O F  M O U T H  
O P E N I N G

F R A C T U R E  O F  
O R B I TA L  
F L O O R  &  

M E D I A L  WA L L
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R O E N T G E N O G R A P H I C  V I E W S  :  

! Plain photo : 

! Water’s View 

! Submentovertex 
View 

! Caldwell view 

! CT : 

! Axial & Coronal 
projections 
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F R A C T U R E S  O F  T H E  N O S E

! The most frequent fracture of facial bone 

! The most personal & identifiable feature of human face 

! Dx , Tx, & follow-up care important to reduce incidence 
of unfavourable sequele 
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D I A G N O S I S

- Sangat ditentukan oleh Anamnesis  

- Riwayat trauma yang jelas mengenai hidung harus 
dicurigai kemungkinan fraktur nasal.  

- Jika epistaksis (+) kemungkinan besar adalah fraktur 
terbuka. 

- Jika pasien  mengeluh adanya perubahan bentuk 
hidung/riwayat obstruksi jalan napas , fraktur nasal 
hampir selalu terjadi .                                                                                                                                                                                                                                       
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P E M E R I K S A A N  F I S I K

• Merupakan  kunci  penegakan  diagnosa.       

• Inspeksi eksternal/internal :  

• deformitas, deviasi/ bentuk yang tidak normal.  

• Laserasi, robekan mukosa dan hematom  

• edema pelupuk mata, kemosis sklera, kemosis periorbital, perdarahan 
sub konjungtiva.                                                        

• Palpasi   

• nyeri   dan stabilitas, apakah ada depresi tulang hidung, displacement, 
false movement, mobilitas, krepitasi dan angulasi tulang

!30



!31



!32



!33



F R A C T U R E S  O F  T H E  M A X I L L A  

CLASSIFICATIONS  

1. Simple & isolated fractures 

2. Complex & associated fractures : Le Fort I, II, III
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L F  I L F  I I

L F  I I I
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S I G N S  &  S Y M P T O M S

!Tenderness, malocclusion & 
nasopharyngeal bleeding 

!Facial elongation  

!Midfacial swelling & periorbital 
hematome 

!Floating maxilla
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LF I LF II 

LF III 

F L O AT I N G  M A X I L L A
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R O E N T G E N O G R A P H I C

! Plain Photo : Skull PA / Lateral & Water’s  

! CT Scan
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S K U L L  A PWAT E R S
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LF II

S K U L L  A P WAT E R S

!X



!40



P R E  O P

P O S T  O P
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F R A C T U R E S  O F  T H E  M A N D I B L E

!Prominent position → succeptible to 
trauma 

!Caused by traffic or sport accidents and 
pathologic fractures 
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C L A S S I F I C AT I O N

! Alveolar bone alone or involve basal bone 

! Single, bilateral & multiple fractures (segmental) 

! According to the region of mandible
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S I G N S  &  S Y M P T O M S

! Tenderness, limitation of mouth opening 

! Deformity, deviation of midline 

! Open bite malocclussion 

! Palpable step defect of the jaw 

! Pathologic / unnatural mobility of the mandible 

! Sublingual hematome 
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R O E N T G E N O G R A P H Y

!Plain photo  : Skull PA / Lateral oblique 

!Plain photo : Townes view 

!Panoramic view 

!CT Scan
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N A M E  TA G  😢
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PA N O R A M I C
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C T  S C A N  3 D



P R I N C I P L E S  O F  T R E AT M E N T

!Reduced & fixed earlier, the better is the 
outcome 

!Antibiotics should be administered 

!Fractured & caries teeth must be extracted 

!The first measure : Restoring & securing 
occlussion 
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M A N D I B L E  D I S L O C AT I O N
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C O N C L U S I O N S

! Initial rescuscitation : ABCDE 

! Successful management is by complete examination  

! failure often from the inability to recognised extent of 
an injury, then from the inability to treat the recognized 
an injury
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S P O R T  A C T I V I T Y

!X

D U R AT I O N  O F  B O N Y  H E A L I N G

1 .  No activity for first 20 days

2 .  Light activity after 21–30 days

3 .  Non-contact drills after 31–40 days

4 .  Full contact after day 41

5 .  In combat sports - no activity before three months

Fardy, M.J., 2019. “Return to play” after facial injuries: is it time for a consensus view?. British journal of oral and maxillofacial surgery, 57(3), pp.193-195.



T E R I M A K A S I H
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