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CONSIDERATIONS OF INTERMAXILLARY FIXATION METHODS
IN THE MANAGEMENT OF MANDIBULAR FRACTURES

Kyung-Ho Song', Seul-Ki Lee', Jae-An Chung?, Jin-Eob Shin?, Jwa-Young Kim', Sang-Hoon Song’,
Byoung-Eun Yang', Young-Jun Cho#, Seong-Gon Kim'
'Department of Oraf and Maxillofacial Surgery, College of Medicine, Hallym Unioersity,
’Department of Oral and Maxillofacial Surgery, Kang-nam Sacred Heart Hospital,
*Department of Oral and Maxillofacial Surgery, College of Medicine, Chungang University

Typical surgical methods for the treatment of mandibular fractures include intermaxillary-fixation
(IMF) for obtaining temporary intraoperative occlusion. Traditionally IMF has been achieved with
arch-bars or interdental eyelet wiring. However, these techniques are time-consuming procedures,
can produce periodontal damage, and are not well tolerated by the patient even under local anesthe-
sia. Moreover, daily maintenance of oral hygiene is difficult for patients with an arch bar. Recently,
intermaxillary fixation using intraoral skeletal anchorage screws (SAS) has been introduced for the
treatment of mandibular fractures. This method solves the problems above, but they have the poten-
tial for tooth damage, screw fractures and intraoperative occlusal instability. In this study, patients
with mandiblular fractures were divided into three groups. Group 1 was treated by IMF using arch-
bars(both maxilla and mandible), Group 2 was treated with SAS(maxilla) and arch-bar (mandible),
Group 3 was treated with SAS(both maxilla and mandible). The aim of this study was to evaluate
the influence of the different IMF methods on periodontal tissue health and intraoperative occlusal
rehabilitation about each groups, and to discuss the most favorable IMF method.

Key words: Intermaxillary fixation (IMF), Skeletal Anchorage Screws (SAS), Intraoperative
occlusal rehabilitation
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Table 1. Patient s Data
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No. of Patients (n=68) Mean Age Sex Ratio (Mari®
17 29.47 3.25'1
29 28.69 3.14:1
22 24.41 2.67:1

C. Group 3 (Maxilla: SAS, Mandible: SAS)
Fig. 1. Radiographic findings of three groups.
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A. IMF method of Group 1 (Maxilla: Arch-bar,
Mandible: Arch-bar)

C. IMF method of Group 3 (Maxilla: SAS, Mandible: SAS)

Fig. 2. Clinical photographs of three groups.
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B. IMF method of Group 2 (Maxilla: SAS, Mandible:
Arch-bar)

Fig. 3. SAS (Skeletal Anchorage Screws).
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Mandible Fracture Study Chart

Chart No. Name

OP. Date

Etiology Age

Sex

Fracture site

IMF Method (Check) AA () AS ( \ s/s ()
Delivery time ( ) min.

Gingival Index Maxilla Mandible F /U Date
Pre OP. 4 d
Post OP. 1week 4 o
Post OP. 2weeks | o
Post OP. 4weeks 4 o
OR Score Easy (3) Medium (2) Hard (1)

Operator Evaluation

Fig. 4. Study chart.

Table 2. Patient s Data (Gl value)

1 SUM 12.5 13.75 22.5 23 285 27.25 35.75 34.5
(n=17) Av.” 0.74 0.81 1.32 1.35 1.68 1.60 2.10 2.03

2 SUM 19.5 19.75 22.25 315 23.25 38 22.5 52
(n=29) Av. 0.67 0.68 0.77 1.09 0.80 1.31 0.78 1.79

3 SUM 16.75 17.5 22 23.25 23.25 23.5 22 21.75
(n=22) Av. 0.74 0.8 1 1.06 1.06 1.07 1 0.99

*Av.=Average
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Group 1 Group2 Group 3

Tab|e3 GI Value Analy3|s by Group (Postoperative 4 weeks)

A. Pre OP.

N Mx.

Mn.

Group 1 Group 2 Group 3

B. Post OP. 4 weeks.

Fig. 5. Comparison of Gl values by three groups.

“Comparative Group.

 Mean Difference =

2 1.8722
3 1.9525
1 -1.8722*
3 8.03E-02
1 -1.9525*
2 -8.03E-02

The mean difference is significant at the .05 level

Statistical significances were test by one-way ANOVA among groups

* indicate significant differences between groups based on Tukey s multiple comparison test

Table 4. G| Value s Comparlson by Each Jaw (Arch bar or SAS)

Pre OP. Post. OP.
; lweek
SUM of Group 1 Mx. 12.5 22.5
Arch bar SUM of Group 1 Mn, 13.75 23
(n:63) SUM of Group 2 Mn. 19.75 31.5
Average of SUM 0.73 1.22
SUM of Group 2 Mx. 195 22.25
SAS SUM of Group 3 Mx. 16.75 22
(n:73) SUM of Group 3 Mn. 17.5 23.25
Average of SUM 0.74 0.92
Table 5. Occlusal Rehabilitation Score (OR Score) -
Group _ Easy (3) - " Medium (2) Hard (1) . o0
1 5 3
2 7 3
3 3 5
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Fig. 6. The change of Gi values. The Gl values of the
jaws with arch-bar remarkably increased as time goes
by, but that of the jaws with SAS did not.
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