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stabilized. Computed tomography (CT) was
Introduction
The face is the most preferred target in an
taken
which
showed
left
assault. Stab injuries to the face are
zygomaticomaxillary complex fracture,
common. Facial injury varies from a simple
without any evidence of intracranial
laceration to complicated maxillofacial
pathology. On detailed general examination,
the patient had lacerated wound of 2.5*2 cm
compound fracture. Maxillofacial injuries
are thus frequently encountered in the
on the left upper eyelid involving the lid
emergency department. Diagnosis and
margin with disruption of the levator
management facial injuries are a challenge.
palpebrae muscle. The lacerated wound of
size 4*2Cm was present on the left lower
The Proper systematic approach is needed
for the management of facial injuries as it
eyelid involving the lid margin. An irregular
can cause a high psychological impact on
lacerated wound of size7*4*3 cm was
the patient.
present in left forehead extending from the
supraorbital ridge to the temporoparietal
Case report
A 38-year-old male patient reported to our
junction with exposed temporalis muscle.
Left side globe was partially exposed.
casualty with an alleged history of assault by
Figure 1 shows a preoperative photograph
a known person with an axe. Emergency
care was provided and the patient was
and figure 2 shows CT scan.
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Abstract
The prevalence of facial injury due to various causes has increased recently. The article is a rare
case of assault to the face with an axe. The patient had a compound zygomaticomaxillary
complex fracture on the left side. Following emergency management, the patient was shifted to
the operation theater and underwent definitive management of zygomatic complex fracture.
Conclusion: Immediate management of compound facial bone fracture is essential to obtain
better cosmetic and functional result.
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Figure 1 shows preoperative photograph

Figure 2: shows preoperative CT scan
to emergency operation theater. The wound
was then debrided under general anesthesia.
Then the lateral orbital wall was exposed
through the laceration and fracture segments
identified (figure 3).

Figure 3 shows the exposed wound through the laceration and lateral orbital wall segments
identified.
The lateral orbital wall was fixed with 2mm four hole orbital plate and 2*6 mm screws (figure
4).
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Ophthalmology consultation was done and
injury to the globe and optic nerve also was
ruled out. Inj. T.T 0.5 ml I/M stat and Inj.
Ten globe 250 IU I/M stat was administered.
Routine antibiotics and analgesics were
administered and the patient was transferred
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Figure 4 shows lateral orbital wall fixed with 2mm four hole orbital plate and 2*6 mm screws
The infraorbital wall was then exposed through laceration and the fracture segments identified
and fixed with 2mm four hole orbital plate and 2*6 screws (figure 5).

Figure 6 shows the sutured wound
The postoperative period was uneventful.
superioris (figure 7).There was no visual
Satisfactory results were obtained, except
disturbance and eye movements were all
for the presence of ptosis which occurred as
within normal limits (figure 8-11).
a result of severe injury to levator palpebrae
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Figure 5 shows infraorbital wall exposed and fixed with 2mm four hole orbital plate and 2*6
screws
The zygomatic buttress was exposed by
medial advancement of lids.Wound was
intraoral incision and the fracture segments
closed in the triple layer. The eyelid skin
stabilized with 2mm L-shaped four hole
was closed with 6-0 PDS and forehead skin
plate and 2*6 mm screws. The intra-oral
closed with 4-0 nylon. Vertical mattress
wound was then closed with 3-0 vinyl.
technique was used for closure as it will
Lateral canthotomy was done followed by
result in a better-looking scar (figure 6).
.
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Figure 7 showing persistent ptosis

Figure 8 showing eyeball movement to right

Figure 10 showing eyeball movement in an upward direction.
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Figure 9 showing eyeball movement to left
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Figure 12 showing postoperative x-ray
the wound. Anesthetize the patient. Clipping
Discussion
Assault injuries to face are common, but an
the hair leads to less infection than shaving.
injury to face with an axe is usually a rare
Methodical irrigation is the best way to
occurrence. The increase in assault-related
decrease infection risk. Everything needed
for repair should be available at the bedside,
facial injuries on weekends has been
reported by Shephard et al.,[1] and also by
including laceration kit, gloves, suture
Gilthorpe et al.,[2] and is believed to be
material, and dressing. All wounds should
associated
with
increased
alcohol
be explored, evaluated for tendon injury or
consumption on these days.A study from
presence of the foreign body. Extremity
Brazil reported that falls and assaults were
injuries should be explored while putting the
the leading cause of zygoma fractures [3].In
extremity through a range of motion.
this case, the victim was lucky enough not to
Debridement of the devitalized tissue is the
sustain an injury to the globe or optic nerve.
most important step in the repair.
Advanced trauma life support (ATLS)
Reevaluating the wound is essential when
principles must be applied for the initial
the repair is near completion to determine
the need for additional sutures. Educate the
assessment of all MF injury victims as in
any trauma patient[4]. After the patient is
patient on how to care for the wound, signs
of infection, and the timing of suture
ensured to be stable, a systematic approach
removal is very essential.
should be undertaken.Tetanus prophylaxis
The classic ZMC fracture disrupts all four
should be given for dirty or contaminated
wounds when the patient has not had a
articulations and, although frequently known
as a tripod fracture, it is more accurately
booster in 5 years, or for clean wounds when
the patient has not had a booster in 10 years.
termed a tetrapod fracture. The lateral
orbital rim is fractured with an injury to the
Evaluate the wound to determine the most
appropriate closure. Examine thoroughly for
zygomaticofrontal articulation; the inferior
movement, sensation, and pulsation distal to
orbital rim, orbital floor. Maxillary sinus
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Figure 11 showing eyeball movement in a downward direction.
Postoperative x-ray – paranasal sinus view was taken to evaluate the reduction (figure 12).
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zygomaticosphenoid articulation (figure 13).
The intimate association of zygomatic
complex with the remaining bones of the
facial
skeleton
usually
result
in
accompanying facial bone fractures [5,6,7].

Figure 13 shows the articulations of the zygomatic complex
Facial asymmetry with depression of malar
the existing laceration. Three-point fixation
prominence are the common features of
was done at the lateral orbital wall,
zygomatic complex fractures. The pull of
infraorbital
rim,
and
the
the masseter muscle, which extends from the
zygomaticomaxillary buttress. Excellent
zygoma to insert the ramus of the mandible,
cosmetic and functional result was obtained
can cause an additional rotational deformity
except for the ptosis.
of the zygoma and male depression.
Conclusion
Enophthalmos is another significant
The early repair of compound zygomatic
cosmetic
complication.
Functional
complex fractures can provide a better
cosmetic and functional result. A proper
complications of the zygomatic complex
fracture are trismus, diplopia and infraorbital
fracture reduction and fixation are essential
to obtain a normal bony framework. This
anesthesia. Globe injury can lead to
blindness. [5,8,9,10,11].
combined with a skillful suturing technique
will restore the patient's premorbid facial
The extent of fracture displacement and
comminution guides surgical decision
contour.
making with respect to the type of reduction
Footnotes
performed (open versus closed), the type of
Source of support: nil
exposure and incision made, and the extent
Conflict of interest: none declared
of fixation required. Restoring a patient’s
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