
International Medical Journal Vol. 26, No. 3, pp.  254 - 255 ,  June  2019

CASE  REPORT

A Case Report on Zygomatic Complex Fracture

Shaifulizan Ab Rahman1),  Lee W Nie1),  Sanjida Haque2),  Mohammad K Alam3)

ABSTRACT
Background: In this case report, the discussion will focus on zygomatic complex fracture and its management.
Case Presentation: A 46 year old female patient with underlying Type II Diabetes Mellitus who sustained left zygomatic com-

plex fracture, left orbital rim fracture and close segmental fracture of right femur on proximal and distal third after involve-
ment in a road traffic accident. For the facial fracture, the patient is treated with open reduction and internal fixation (ORIF) 
with plates and screws of left zygomatic complex fracture via existing laceration wound and upper left vestibular incision under 
general anesthesia. 

Conclusion: Surgical correction of zygomatic complex fractures is a gentle approach and prototyping is an excellent tool to 
facilitate this procedure.
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INTRODUCTION

Facial trauma is defined as injury to facial soft tissues (including the 
ear) and bony skeleton which covers a wide spectrum of injuries1). 
Injuries resulting from road traffic accidents, assaults, work place acci-
dent, fall or sports are the important causes of mortality and morbidity 
and usually involve facial injuries2). In Malaysia, the incidence of facial 
trauma resulting from road traffic accidents is the main etiology for 
maxillofacial injury3-5). Among the bony fractures, mandible was the 
common bone involved followed by midface fractures. For mandibular 
fractures, condylar fractures are the most common (33.2%), while for 
midface fractures, zygomatic bone fractures are the most common 
(45.8%)3). Most of the facial fractures are able to be managed conserva-
tively without active intervention, which may involve soft diet and anal-
gesic. Closed reduction without surgical exposure of fractured site or 
open reduction and internal fixation (ORIF) are the most common active 
treatment provided to manage facial fractures. 

This case report will present the most common midface fracture, 
zygomatic bone fracture and its management, open reduction and inter-
nal fixation. 

CASE  REPORT

The patient was 46 year old Malay lady, was referred to Oral sur-
gery and Maxillofacial surgery Department, School of Dental Sciences, 
Universiti Sains Malaysia following a severe facial trauma as a result of 
automobile accident. After the collision, patient had a loss of conscious-
ness and regained consciousness in hospital. Patient did not have symp-
toms of nausea, headache, dizziness, confusion or disorientation after 
the collision except had vomited twice after regaining consciousness. 

However, patient complained of pain and swollen sensation on the left 
cheek region and area beside to left eye region. The pain was dull in 
nature, non-radiating and started since the accident occurred.

For medical history, the patient had Type II Diabetes Mellitus under 
the medication of intramuscular insulin injection and Glicazide BD. For 
dental history, the patient was a denture wearer with upper and lower 
complete acrylic denture. Initial physical examination showed abrasions 
and sutured laceration wound over area lateral to left eye around 15 cm 
in length and the suture was intact, the face was slightly asymmetrical 
with left cheek slightly depressed which was painful upon palpation 
(figure 1a & 1b). Limited mouth opening of 2 finger breathe of patient 
were noted (figure 1c).

Computed tomography (CT scan) of skull confirmed the diagnosis 
of left zygomatic complex fracture and left orbital rim fracture. CT scan 
of skull revealed multiple fracture at left zygmatic arch, left orbital lat-
eral wall and left greater wing of sphenoid. The left maxillary walls 
with displaced fracture segment into the sinus and herniation of facial 
fat into the sinus with associated air fluid level within. The left lateral 
pterygoid plate is fractured too (figure 2).

Open reduction techniques were chosen to manage the fracture. 
Internal fixation (ORIF) with plates and screws of left zygomatic com-
plex fracture via existing laceration wound and upper left vestibular 
incision were accomplished under general anesthesia. Figure 3 depicting 
the procedure done throughout the surgery. 

On the next day post operation, the patient had no chief complaints. 
A soft diet was also recommended. Analgesics and antibiotics were pre-
scribed. The patient was scheduled for a periodic monitoring under oral 
maxillofacial surgery clinic. 

DISCUSSION

Midfacial fractures include fractures affecting maxilla, zygoma and 
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naso-orbito-ethmoid (NOE) complex. It can be classified as Le Fort 
fractures (I, II, III), zygomatic complex fractures, zygomatic arch frac-
tures, or NOE fractures. 

The integrity of the zygoma is critical in maintaining normal facial 
width and prominence of the cheek. Zygoma is buttressed by three 
major bone units in the face: the temporal bone, the frontal skull, and 

the maxilla. Zygoma is the second most common site of facial bone 
fracture and the most common type of midfacial fracture (40% of mid-
face fracture)6). 

The treatment of zygomatic complex fracture aims to restore the 
normal ocular, nasal, masticatory function, normal nerve function, facial 
aesthetics and at the same time to relieve pain and prevent infection. 

In this report, the signs and symptoms of patient suggested the frac-
ture of left zygoma which were periorbital ecchymosis, subconjuntival 
haemorrhage, paraesthesia of maxillary division of trigeminal nerve. 
This provisional diagnosis was then confirmed by the evidence from CT 
scan of brain. After the fracture fragments are fixed with plates and 
screw, the laceration is closed in layers with short-term resorbable inter-
rupted sutures, realigning the anatomic structures and eliminating dead 
space: periosteum, mimetic muscles, subcutaneous tissues and epider-
mis. Variety of skin closure techniques are available based on surgical 
preference. 

Close monitoring of the early wound healing phase is necessary in 
order to detect infection early enough to prevent wound slough and 
abscess formation. The suture should be removed in an appropriate time 
frame. The patient should be instructed to avoid sun exposure and use 
protection such as hats, shield and sunscreen. Besides, we must remind 
the patient that facial scars need months to mature, lose their redness 
and become less conspicuous.
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Figure 1. (a) Extra-oral photograph showing frontal view of 
patient; (b) close up view of the sutured laceration 
wound; (c) Limited opening of mouth.

Figure 3. (a), (b) Suture of existing laceration on left frontal and 
left lateral eyebrow was remove and incision is made to 
expose the fracture bone and the fracture were 
reduced; (c), (d) The lateral orbital fracture site was 
fixed with plates and screw; (e) Incision was made over 
upper left vestibule to expose fracture site; (f) 
Zygomatic arch is explored via the existing laceration 
wound; (g), (h), (i) Zygomatic arch was reduced and 
elevated via Dingman technique. Then the fracture 
bone was fixed with plate and screw; (j), (k) Suturing 
done with Vicryl 3.0 Vicryl 4.0, Dafilon 6.0; (l) The 
fracture is fixed as illustrated.

Figure 2. CT scan of skull taken on the day of accident. (a), (b), 
(c) showing the axial view left maxillary sinus wall frac-
ture, left zygomatic complex fracture, left orbital rim 
fracture. (e), (f) 3D CT scan showing the fracture on 
zygomatic complex.


