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OPEN REDUCTION AND TRANSORAL FIXATION USING TROCHAR FOR
MANDIBULAR SUBCONDYLE FRACTURE

Jun-Young Hur, Jong-Yun Kim, Jae-Hyung Lim, Kwang-Ho Park, Jong-Ki Huh
Department of Oral and Maxillofacial Surgery, Gangnam Severance Hospital, Yonsei University

The mandibular condyle fracture occurs at 15-30% frequency of whole mandibular fracture. The treat-
ment of choice is open reduction or closed reduction. In many cases, closed reduction is preferred for treat-
ment of condylar fracture because it is hard to approach to condyle and there is risk of surgical complica-
tions, such as nerve damage in open reduction. Open reduction, however, has some advantages like possi-
bility of anatomical reduction, occlusal stability and rapid functional recovery. Furthermore, it is possible to
retain original ramal heights and to decrease deviation during mouth opening.

There are many surgical approaches for open reduction of subcondyle fracture. At present, transoral
approach using trochar device is tried for effective and minimally invasive method for open reduction of
subcondyle fracture. And the authors report the cases of reduction of subcondyle fracture with transoral

approach using trochar device.
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Table1 S;tes of mandlbular fracture I o R R} 12 299 (Table 1, Fig. 1).
TR R s T a5 Bl RS A28 A% 35 52
by J o 1801%) 22 e 2 299 4 %e] 24 89 4 9% Aol
(para)symphysis 9 78 87(84.5%) Ao Ea) AR al Ao A o 7=
angle 13 56 69(27.4%) N ACHE 59 38 4 23S |35t AT, a2 I35
ramus/subcondyle 27 12 39(15.5%) A% T 2349 AR we 1 ReE Aol A2
condylar neck 18 5 23(9.1%) T RS W HEeion, iR 2 st e
condylar head 13 2 1560%) 242 50l 12 $AE 77 42WE Bl 2US 3B
coronoid process 9(1) 16(2) 1(3.5/;%) 3 E27)2 o3t 1AL AU} (Table 2).

sum ; ;

CR: Closed reduction, OR: Open reduction

A B ‘ c

Fig. 1. Schematic lines of condyle fractures which are reduced and fixed by open surgery. 19 sites of condyle fractures are indicated.
A (straight line): transoral approach is used (case 1-11, right side of case 13).

B (large dotted line): both transoral and preauricular approach are used (case 12).

C (small dotted line): preauricular approach is used (left side of case 13, etc.).

CH: Condyle head, CN: Condyle neck, SC: Subcondyle.

Tablaz. cture sntes m condytar area Wthh are reduced and flxed vua transorai approach usmg ochar

Casel 27/M  left subcondyle and rlght parasymphy51s 13 days 24mm

Case2 28/F  left subcondyle 4 months 42mm

Case3 61/F  left subcondyle and symphysis 6 months 48mm

Cased 22/M  left ascending ramus and right parasymphysis 4 months 50mm

Caseb 28/M  left subcondyle and right parasymphysis 6 months 47mm miniplate fracture

Caseb 48/M  left subcondyle and right parasymphysis 5 days unchecked

Case7 19/M  right Subcondyle and left angle 7 months 56mm Post-operative
infection on right
subcondyle

Case8 38/M  left ramus and symphysis 5 months 45mm

Case9d 28/M  left subcondyle and symphysis 6 weeks 21mm

Casel0  29/M  left subcondyle and symphysis 7 days Unchecked

Casell 29/M  left subcondyle and symphysis 4 months 50mm

Casel2® 33/M  left condylar neck and symphysis 6 months 40mm

Casel3' 28/M  left condylar neck, right subcondyle and symphysis 7 months 40mm
*both preauricular approach and transoral approach were used.
*transoral approach on right side and preauricular approach on left side were used.
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Fig. 4. Post-operative panoramic view (Case 12).
Fragment of condyle is reduced via transoral approach.
Two screws of upper part are fixed via preauricular

approach, and two screws of lower part are fixed using
frochar device.
Arrow: fracture site

T TN EZFHE 0188 510 BFeIE SHe HEH 1Y

Fig. 3. Post-operative panoramic view (case 11).

Fragment of condyle is reduced via transoral approach, and
fixed using trochar device.

Arrow: fracture site
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Fig. 5. Post-operative panoramic view (Case 13).

Right condylar fracture site was reduced via transoral
approach, and fixed using trochar device. Left condylar
fracture site was reduced and fixed via preauricular
approach,

Arrow: fracture site
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Fig. 6. Pre-operative and post-operative
radiographic findings of case 7.

On postoperative day (POD) 3 months
panoramic view, deviation of reduced
condyle fragment and loosening of
fixation screws are observed (Arrow),
On POD 7 months panoramic view,
gap between condyle portion and
ramal portion become faint, On POD
10 months panoramic view, gap
between condyle portion and ramal
portion is almost disappeared, so

POD 10M plate and screws are removed.
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Fig. 7. If fracture line present above dotted line, preauricular
approach is adequate. If fracture line present below dotted
line, transoral approach using trochar device is adequate.
large dotted line: longitudinal axis of condylar process
small dotted line: perpendicular line to longitudinal axis of
condylar process
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