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Fig. 1. Transoral approach. A. Fracture exposure. B. Fracture reduction and placement of intermaxillary fixation. C. Placement of miniplate.

D. Closure. E. Postoperative radiograph.
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Fig. 2. Transbuccal approach. A. Fracture exposure. B. Transfacial stab incision. C. Placement of the transbuccal trocar and placement of
intermaxillary fixation. D. Plate fixation. E. Plate on the lateral aspect of the ramus. F. Intraoral closure. G. Stab incision closure. H. Postop-

erative radiograph.
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In group B, in addition to the transoral incision, a small
extraoral stab incision was given to permit the insertion of
the transbuccal cannula.(Fig. 2. A, 2. B) The location of
the extraoral stab incision was guided by the location of
the fracture line and the position of the facial vessels. The
trocar was advanced into the operative site with blunt dis-
section through the stab incision, perforating the periosteum
in the area planned for plate fixation.(Fig. 2. C) The cheek
retractor was applied to stabilize the trocar assembly during
movement towards and away from the fracture site. A drill
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bit that was 11.5 cm in length and 2.3 mm in diameter was
inserted through the drill guide to drill the holes. The pro-
cedure followed for fracture reduction was similar to that of
the transoral approach, except that after fracture reduction,
the trocar assembly was removed and the extraoral skin inci-
sion was sutured with 5.0 ethilon (Johnson & Johnson, New
Brunswick, NJ, USA) suture.(Fig. 2. D-H) All patients were
hospitalized for 5 days and were placed on a liquid diet for 2
weeks, followed by a soft diet for another 4 weeks. Patients
were followed at 1 week, 3 months, and 6 months.
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Intraoperatively, patients were evaluated for the ease of
surgical access for fixation and the surgical time (time from
incision to closure). The ease of surgical access for fixation in
either approach was evaluated by the operating surgeon and
graded as 1, good; 2, fair; and 3, poor, based on the visual
analogue scale’.

Radiographic evaluation of fracture reduction between
the two groups was done by measuring the gap between the
fractured segments of the mandible in postoperative OPG
radiographs. These radiographs were taken within 1 day after
surgery. All radiographs were performed using the Orthophos
XG Machine (Sirona Dental Systems, Bensheim, Germany)
with similar exposure parameters. On the radiographs, a line
was drawn along the fracture and divided into three equal
parts. Perpendicular lines were projected onto the fracture
line to create reproducible measuring points. Measurements
of the fracture gap were conducted on these 4 defined points

Fig. 3. Postoperative radiographic interpretation of fracture reduc-
tion (group A).
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Fig. 4. Postoperative radiographic interpretation of fracture reduc-
tion (group B).
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with a digital caliper®.(Fig. 3, 4)

Postoperative complications such as scarring (in group
B), occlusal discrepancy, infection, nonunion, and malunion
were evaluated at each regular follow-up period.

Evaluation of scarring in group B was done with photo-
graphs at the 6th month postoperatively. The scoring for the
scar was as follows: 1, hypertrophic scar; 2, invisible scar;
and 3, barely visible scar’.

Postoperative occlusion was evaluated using the following
scoring system: 1, pre trauma; 2, minor discrepancy; and 3,
major discrepancy’.

The data was tabulated and subjected to statistical analysis
(SPSS version 13; SPSS Inc., Chicago, IL, USA). A P-value
less than 0.05 was considered significant.

Ill. Results

The mean age in this study was 26.73 years (range, 17-53
years), with a peak incidence in the second and third decades
of life (n=46, 76.7%) which showed male predominance
(n=58, 96.7%). Road traffic accidents accounted for the ma-
jority of the cases (n=52, 86.7%). Isolated mandibular angle
fracture was seen in 20 patients (33.3%), with a higher inci-
dence of right sided fracture (n=36, 60.0%) when compared
to the left (n=24, 40.0%).

The ease of surgical access for fixation revealed no statis-
tical significance when compared between the two groups.
(Table 1) The mean surgical time for each group was 37 min-
utes and did not vary between groups.(Table 2)

Postoperative radiographic tracing for both groups was
done on the OPG. It was noted that the reduction in the gap in

Table 1. Ease of surgical access for fixation (descriptive analysis)

Approach Criteria (n)

Good (12/30) 0.40
Fair (18/30) 0.60
Transbuccal Good (20/30) 0.67
Fair (10/30) 0.33
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Proportion Standard error  P-value

Transoral

0.182126 0.160

Table 2. Surgical time (descriptive analysis)

Approach Number of patients ~ Meanz+standard deviation
Transoral 30 37.00+14.92
Transbuccal 30 37.00+14.92

Purva Vijay Sinai Khandeparker et al: Transbuccal versus transoral approach for
management of mandibular angle fractures: a prospective, clinical and radiographic
study. J Korean Assoc Oral Maxillofac Surg 2016

147



J Korean Assoc Oral Maxillofac Surg 2016,42:144—150

group B was uniform from points A to D, whereas in group A,
there was gradual increase in the distance between the frac-
tured segments.(Table 3) There was no statistical difference
at point A for both groups. However, points B (P=0.030), C
(P=0.016), and D (P=0.004) were statistically different be-
tween groups.(Table 4)

With regard to postoperative complications, scar evalua-
tion in group B at 6 months revealed 1 patient (3.3%) with
a hypertrophic scar, 6 patients (20.0%) with barely visible
scars, and 23 patients (76.7%) with invisible scars. Infection
was noted in 2 patients (6.7%) in group B, compared to 6
patients (20.0%) in group A at 3 months postoperatively. The
cause of the infection could be traced to the infected plates

that were removed under local anesthesia, and patients were

Table 3. Comparative evaluation of fracture gap post-reduction
(descriptive analysis)

Point Approach Meanzstandard deviation
A Transoral 0.8787+0.6653
Transbuccal 0.6667+0.6038
B Transoral 1.1200+0.5368
Transbuccal 0.6887+0.4977
C Transoral 1.6393+1.3218
Transbuccal 0.6847+0.3667
D Transoral 1.3780+0.7645
Transbuccal 0.6507+0.6094
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prescribed a course of oral antibiotics for 5 days. Healing was
uneventful in all cases. No cases of malunion or non-union
were noted in the two groups. With regard to postoperative
occlusion, 28 patients in group B had a score of 1 (pre-trauma
occlusion), compared to 16 patients in group A (P=0.027,
significant). Twelve patients in group A had a score of 2 (mild
discrepancy), compared to 2 patients in group B (P=0.016,
significant). Two patients in group A had a score of 3 (major
discrepancy), compared to no patients in group B.(Table 5)
The occlusal discrepancy was noted only in the first week
postsurgery in either group and was corrected using elastic
traction in all patients. No patients underwent re-operation

for correction of an occlusal discrepancy.

IV. Discussion

The mandibular angle is subjected to forces between the
muscles of mastication and the supra-hyoid group of muscles,
resulting in unstable rotation of distal and proximal frag-
ments. The presence of an impacted third molar tooth in the
line of fracture may result in the fracture being compounded
intraorally, which may distract away from bone or interfere
in ideal fracture reduction’.

Although the management of mandibular angle fractures is
still a topic of debate, the treatment is dictated by the princi-
ples of fixation and aesthetic demand by the patient. As treat-

Table 4. Comparative evaluation of radiographic interpretation of fracture reduction postoperatively

t-test for equality of means

Point . i Sig. (2-tailed)  Mean difference Stapdard error 95% confidence interval of the difference
difference Lower Upper
A -0.914 28 0.369 -0.21200 0.23197 -0.68717 0.26317
B —2.282 28 0.030 -0.43133 0.18900 -0.81848 -0.04419
C -2.695 16.142 0.016 -0.95467 0.35418 -1.70496 -0.20437
D -3.295 20.598 0.004 -0.72733 0.22074 -1.18692 -0.26774

(df: degree of freedom, Sig.: significant)
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Table 5. Descriptive analysis for postoperative occlusion noted at 1 week postsurgery

Criteria Approach (n) Proportion Standard error P-value
=
ey w2
Major discrepancy Tr;[;lr:;jgzzi E(Z)gg; 0.87 0.98790 1456

*P<0.05.
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ments and equipment have evolved, miniplate fixation can
now be carried out in an anatomically favorable position us-
ing a transbuccal approach. However, some surgeons do not
prefer the transbuccal technique due to the theoretical risk of
damage to the facial nerve and an unfavorable facial scar'™"".

In this study of 60 patients, the incidence of mandibular
angle fractures was seen in ages ranging from 17 to 53 years,
with a mean age of 26.73 years. The peak incidence of frac-
tures was seen in the second and third decades of life (n=46,
76.7%) with a definite predilection in males (n=58). Road
traffic accidents was the most common etiological factor,
(n=52, 86.7%) followed by assault (n=8, 13.3%). The find-
ings were in unison with a study conducted by Kumar et al.”*,
which reported the pattern of maxillofacial fractures in 2,731
patients. The highest incidence of fractures in this study was
found in the second and third decades of life (n=1,535, 56%).
The male to female ratio was 6:1. Road traffic accidents were
the most frequent cause (n=2,086, 76%), followed by assault
(n=260, 12%). Another similar study" looked at 214 patients
and stated that the incidence of angle fractures was higher in
the male population and was most common in the third de-
cade of life.

Although we report that surgical access is facilitated with
the transbuccal approach, we did not observe any statistically
significant differences between the two approaches for this
parameter.

Surgical time is defined as the time taken from incision
and exposure of the fractured site to closure. It was 37 min-
utes for both the transoral and transbuccal approaches. This
finding contradicted studies in the literature that have shown
increased surgical time with the transbuccal approach when
compared to the transoral approach'*"".

Radiographic evaluation of fracture reduction was per-
formed by studying the gap using tracings done on the OPG.
There was no statistical difference at point A in both groups.
However, points B (P=0.030), C (P=0.016), and D (P=0.004)
were statistically different between groups. The reduction ob-
tained in group B was uniform from points A to D, whereas
in group A, there was a gradual increase in the distance be-
tween the fractured segments. We believe that the favorable
position of the miniplate in the transbuccal approach brings
about better control of the tensile and compressive forces,
resulting in more uniform reduction in the fracture gap from
points B to D. This observation was in accordance with a
study on three-dimensional models by Kroon et al.'"* and Choi
et al.”’, who observed bony gaps along the inferior fracture
border and found that this fracture movement was a contribu-

tory factor for subsequent complications, including infection.

A study by Wan et al.* states that in transbuccal approach,
no patients developed facial nerve palsy, whereas 1 patient
out of 227 (45%) developed a hypertrophic scar from the
6-mm facial skin incision. Another study by Sugar et al."
reported similar findings in a population of 84 patients. No
incidence of unsatisfactory facial scarring and facial nerve
palsy from the transbuccal approach was noted. This is in
accordance with our study, which reported 1 case (3.3%) of
hypertrophic scarring and no incidence of facial nerve palsy
in group B.

Three months after surgery, only two patients in group B
had an infection, as compared to six patients in group A. This
was due to the infected plate, which was retrieved under lo-
cal anesthesia. A course of oral antibiotics for 5 days was
subsequently prescribed and the healing was uneventful. A
study by Barry and Kearns’ reported infection in 4 out of 50
patients in which the plate was retrieved at an out-patient
department. Another study by Ellis and Walker'® reported in-
fection occurring within two weeks of surgery in 2 out of 81
patients; this infection was treated initially with oral antibiot-
ics, which resulted in normal fracture healing. These compli-
cations were related to the presence of hardware and intraoral
incisions.

The gold standard in management of mandibular fracture
is to establish the pre-trauma occlusion with minimal post-
operative complications. When postoperative occlusion was
assessed, the transoral group had significantly more occlusal
discrepancy than the transbuccal group. The discrepancy in
occlusion was observed only in the first week postsurgery
and was managed using light guiding elastics in all patients,
with no re-surgical intervention required in any patient. No
patient presented with occlusal discrepancy at 6 months post-
surgery. Malocclusion may be due to the presence of con-
comitant fractures which may contribute to instability at the
mandibular angle fracture site'’. This is in concordance with
our study, which showed concomitant fractures in 11 patients
(73.3%) in group A and 9 patients (60%) in group B. The
rate of postoperative malocclusion reported in the literature
ranges from 0% to as high as 7.5%.

Sugar et al."’ presented a study showing a strong preference
of surgeons for fixation using a transbuccal approach. The
principal reasons given were ease of use, minimal require-
ment for plate bending, and facilitation of plate placement in
the neutral mid-point area of the mandible. Our experience
with the transbuccal approach was somewhat similar.

A meta-analysis by Al-Moraissi and Ellis'” states that the
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use of one miniplate is superior to the use of two miniplates
in the management of mandibular angle fractures, as the
incidence of postoperative complications was considerably
lower. This is concordant with the present study, which
showed better results when a single miniplate was used either

transorally or transbuccally.

V. Conclusion

In conclusion, although both approaches have inherent
advantages and disadvantages, the transbuccal approach was
superior to the transoral approach with regard to radiographic
reduction in the fracture gap, inconspicuous external scar-
ring, and fewer postoperative complications. We did not find
increased operating time or damage to the facial nerve, which
was observed by other authors when the transbuccal approach
was employed. We preferred the transbuccal approach over
the transoral approach due to ease of use, minimal require-
ment for plate bending, and facilitation of plate placement in
the neutral mid-point area of the mandible. A study employ-
ing a larger sample size and without any confounding vari-
ables is ongoing to define our results even more precisely.
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