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Abstract (J. Kor. Oral Maxillofac. Surg. 2008;34:293-299)

OCCLUSAL FORCE AND EMG CHANGE OF
MANDIBULAR FRACTURE

Yong-Kwan Choi, Se-Jin Han, Kyung-Wook Kim
Dept. of Oral and Maxillofacial Surgery, College of Dentistry, Dankook University

Bite force is created by the force of adjacent teeth accompanied with tension of masticatory muscle. The bite force value is greater in male than in
female and ha maximum value at first molar. Masseter muscle is associated with bite force and during muscle contraction the electric signal is
expressed in EMG form.

The aim of the study is to assess recovery time for masseter muscle activity and according to each part of bite force after open reduction with inter-
na fixation when mandibular angle fracture and subcondyle fracture occurred. And to determine the appropriate period for mandibular fracture
patients to have normal masticatory activity.

30 patients with normal bite condition was selected for control group and from April, 2007 to September, 2007, 20 patients who visited our depart-
ment of ora and maxillofacial surgery of Dankook University, were selected for the study and were diagnosed as mandibular angle fracture and sub-
condyle fracture. For control group, the bite force for incisors, canine, premolars and molars and activity of the masseter muscle was measured and
compared for 1, 2, 3, 4, 6 and 8 weeks. That was divided as fracture side and normal side. Mann-Whitney U test was performed for significant differ-
ence and the following result was obtained.

1. The maximum voluntary bite force for incisors, canine, premolars and molars portion were 0.113 kN, 0.182kN, 0.295kN and 0.486kN and the

masseter muscle activity was 0.192 volts in the control group.

2. The maximum hite force at fracture side was recovered by 4th weeks for incisors, 6th weeks for canine and premolars and 8th weeks for molars

and the masseter muscle activity was recovered by 6th weeks in the experimental group.

2. The maximum bite force at normal side was recovered by 4th weeks for incisors, 6th weeks for canine, premolars and molars and the masseter

muscle activity was recovered by 3rd weeks in the experimental group.

3. The method for internd fixation by 2.0mm miniplates at both superior and inferior border had no complications according for twenty patients and

had a satisfactory recovery.

According to the result, patient with mandibular angle fracture and subcondyle fracture, 8 weeks was required for bite force recovery. Therefore,
patients with open reduction and internal fixation under general anesthesis, it can be assumed that 8 weeks was needed after operation in order to have
normal bite force and masseter muscle recovery.

Key words: Bite force, EMG, Mandibular fracture
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Fig. 1. Postoperative Radiograph Showing Angle Fracture & Subcondyle Fractures Treated with Two Non-compression

Miniplates (A. Rt. Angle Fx., B. Rt. Subcondyle Fx.)

Fig. 2. Photograph Showing That Taken The Maxi-
mum Voluntary Force.
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Table 1. The Mean Bite Force of The Control Group (kN)
Incisors Canine Premolars Molars
TheMean 0113 0.82 029 0.486
Bite Force
Table 2. The Change of The Maximum Bite Force at Fracture Side (kN)
Postoperative Weeks Incisors Canine Premolars Molars
1 0.038*** 0.083*** 0.061*** 0.066***
2 0.056*** 0.077+** 0.108*** 0.116***
3 0.072+* 0.109*** 0.140%** 0.177%**
4 0.094 0.113** 0.184*** 0.257***
6 0.120 0.170 0.254 0.370**
8 0.133 0.194 0.298 0.479
(* P<0.05, ** P<0.01, ***P<0.001)
Table 3. The Change of The Maximum Bite Force at Normal Side (kN)
Postoperative Weeks Incisors Canine Premolars Molars
1 0.03g*** 0.051*** 0.070*** 0.090***
2 0.064*** 0.087*** 0.130%** 0.152%**
3 0.086* 0.124%** 0.172%** 0.152%**
4 0.106 0.142* 0.201*** 0.309***
6 0.128 0.179 0.262 0435
8 0.141 0.205 0.301 0.505
(* P<0.05, ** P<0.01, ***P<0.001)
Table 4. Comparison of The Maximum Voluntary Bite Force in Each Side (kN)
Control 1 Weeks 2 weeks 3weeks 6 weeks 8 weeks
Group F N F N F N N F N F N
| 0013  0.038** (0.083*** (0.056*** 0.064***  0.072**  0.086* 0.106 0.120 0.128 0133 0141
C 0182  0083*** 0.051*** 0.077%**  0.087%** 0109***  0.114*** 0142 0170 0.179 01% 0205
P 0205  0.061***  007*** 0.108*** 0.13%**  0.14%**  0.172%** 0.201%**  0.254 0.262 0298 0301
M 0486  0066***  009*** 0116***  0152%** 0177*** (0.152%** 0.309***  0.370** 0435 0479 0505

(I: Incisors, C: Canine, P: Premolars, M: Molars, F: Fracture Side, N: Normal Side, kN)

(*P<0.05, **<0,01, ***P<0.001)
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Table 5. The Change of The Muscle Activity at Fracture
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Table 6. The Change of The Muscle Activity at Normal

Side (volts) Side (volts)
Postoperative Weeks Muscle Activity Postoperative Weeks Muscle Activity
1 0.115+** 1 0.123***
2 0.122+** 2 0.147+*
3 0.136*** 3 0.163
4 0.164* 4 0.189
6 0.183 6 0.219
8 0.215 8 0.257***
(*P<0.05, **P<0.01, ***P<0.001) (*P<0.05, **P<0.01, ***P<0.001)
Table 7. Comparison of The Masseter Muscle Activity in Each Side (volts)
Postoperative Weeks Muscle Activity (F) Muscle Activity (N)
1 0.115%** 0.123***
2 0.122%+** 0.247*
3 0.136*** 0.163
4 0.154* 0.189
6 0.183 0.219
8 0.215 0.257%**
(*P<0.05, **P<0.01, ***P<0.001)
0.6 06 -
05 - 0.5
04 —Incisor 04 —Incisor
03 ~—Canine 03 —Canine
Premolar Premolar
. —Molar 0.2 —Molar
01 e — TRMS 01 //_JJ —RMS
0 ‘ ‘ 0 : :
1 2 3 4 6 8 ‘Weeks 1 2 3 4 6 8 Weeks

Fig. 4. Line Graph of Sequential Bite Force and
Electromyoraphic Activity (RMS) for Mean Subjects.
(Fracture side)
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