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Abstract

Remodelling after conservative treatment of the

mandibular condylar fractures in children

Sun-Youl Ryu, Ung Hwang, Kyu-Ho Yang"
Department of Oral and Maxillofacial Surgery and Pediatric Dentistry’,
College of Dentistry, Dental Science Kesearch Institute,

Chonnam National University

The management of mandibular condylar fractures in children has long been a
matter of controversy. The fracture, 1f not treated appropriately, may result
in complications such as disturbance of mandibular growth and
temporomandibular joint ankylosis. They are usually treated nonsurgically,
which has been proved to be satisfactory in the long term results.

Nineteen children with 25 condylar fractures experienced during their
growth period (age at trauma from 10 months to 12 years, mean 7.0 years) were
studied. All patients were treated by arch bars and intermaxillary fixation
for 7714 days. They have been evaluated with clinical and radiographic
examination.

The maximum mouth opening and lateral movement of the mandible were within
normal limits. There was no malocclusion or ankylosis. Beginning of
remodelling was evident at postoperative 1~ 3 months. Remodelling of the
condyle was good in 21, while partial adjustment occured in the other 4
condyles.

These results suggest that the conservative treatment of condylar fractures
in growing children results in good functional results and good remodelling

of the condyle.
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Table 1. Patients ° data

No. Patient Age/Sex Diagnosis MMEF*
T Jung TH Z/M Kt condyle neck fx 10
2 Um JY 5/M Mn symphysis and both condyle head fx 7
3 Jo YY 6/M Mn symphysis and both condyle fx 7
4 Kim JH 12/F Rt condyle fx 7
5 Oh DK 6/M Rt condyle fx 7
6 Park B 7/M Rt condyle neck fx 14
7 Park JH 4/M Mn symphysis and Lt subcondyle fx 14
8 Bae KS 9/M Mn symphysis and Rt condyle head fx 7
9 Jung SK 7/F Lt subcondyle fx 14
10 Nam MK 10m/F Mn symphysis and Lt condyle head fx

11 Kim BH 12/M Rt subcondyle fx 9
12 Kim MS 8/M Rt condyle fx

13 Kim YH 9/F Mn symphysis and both condyle fx 14
14 Kim JK 10/M Mn symphysis and Lt condyle neck fx 7
15 Hwang HJ 10/M Rt Mn body and Lt condyle neck fx 10
16 Cha TS 9/M Rt Mn body and both condyle head fx 14
17 Yu CH 6/M Mn symphysis and both condyle fx 14
18 Park JH 4/F Mn symphysis and Rt condyle head fx 10
19 Park BR 6/M Mn symphysis and both condyle fx 7

% MMF: maxillomandibular fixation (days).

lable Z. Age and sex distribution



Male Female Total %

— ’ 2 5 26.3
o 0 2 12 63.2
- ! L 2 10.5
Total 14 5 ” 0.0
31.6%
O unilateral
68.4% B bilateral

Fig. 1. Types of condylar fractures.

14

12 —

O 1 1 1 1 1
type | type Il type lll type IV type V type VI

Fig. 2. Distribution condylar fractures according to the classification of
Spiessl and Schroll (1972) Type I: fracture of condylar neck with no or
only minimal displacement. Type II: low fracture of condylar neck with
displacement - mostly there is contact between the fragments. Type III: high
fracture of condylar neck with displacement (ventrally, medially, or
dorsally) - mostly no contact between the fragments. Type IV: low fracture
dislocation of condylar neck. Type V: high fracture dislocation of condylar
neck. Type VI: (intracapsular) fracture of condylar head.

Table 3. Etiology of condylar fractures in children
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C D
Figure 3. Panoramic radiographs of the right condylar fracture in a

6-year—old boy. A, preoperative; B, postoperative 1 month; C

postoperative 3 months; D, postoperative 2 years.
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C D

Figure 4. Reverse Towne's view of the left condylar fracture in a 7-year-old

girl. A, preoperative; B, postoperative 1 month; C, postoperative

3 months; D, postoperative 1 year.
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C D
Figure 5. Panoramic radiographs of the left condyle and the symphysis
fracture in a 10-year-old boy. A, preoperative; B, postoperative 2
months; C, postoperative 6 months; D, postoperative 1 year.
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Table 1. Patients ° data

No. Patient Age/Sex Diagnosis MMEF*
1 Jung TH 2/M Rt condyle neck fx 10
2 Um JY 5/M Mn symphysis and both condyle head fx 7
3 Jo YY 6/M Mn symphysis and both condyle fx 7
4 Kim JH 12/F Rt condyle fx 7
5 Oh DK 6/M Rt condyle fx 7
6 Park B 7/M Rt condyle neck fx 14
7 Park JH 4/M Mn symphysis and Lt subcondyle fx 14
8 Bae KS 9/M Mn symphysis and Rt condyle head fx 7
9 Jung SK 7/F Lt subcondyle fx 14
10 Nam MK 10m/F Mn symphysis and Lt condyle head fx 7
11 Kim BH 12/M Rt subcondyle fx 9
12 Kim MS 8/M Rt condyle fx 7
13 Kim YH 9/F Mn symphysis and both condyle fx 14
14 Kim JK 10/M Mn symphysis and Lt condyle neck fx 7
15 Hwang HJ 10/M Rt Mn body and Lt condyle neck fx 10
16 Cha TS 9/M Rt Mn body and both condyle head fx 14
17 Yu CH 6/M Mn symphysis and both condyle fx 14
18 Park JH 4/F Mn symphysis and Rt condyle head fx 10
19 Park BR 6/M Mn symphysis and both condyle fx 7

#* MMF: maxillomandibular fixation (days).
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Table 2. Age and sex distribution

Male Female Total %
0~ 5 3 2 5 26.3
6 ~ 10 10 2 12 63.2
11 ~ 15 1 1 2 10.5
Total 14 5 19 100.0
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Table 3. Etiology of condylar fractures in children

Number of cases %
Fall 10 52.6
Traffic accident 9 47 .4
Total 19 100.0
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31.6%

O unilateral

68 4% B bilateral

Fig. 1. Types of condylar fractures.

_22_



type | type |l type lll type IV type V. type VI

Fig. 2. Distribution condylar fractures according to the classification of
Spiessl and Schroll (1972) Type I: fracture of condylar neck with no or
only minimal displacement. Type II: low fracture of condylar neck with
displacement — mostly there is contact between the fragments. Type III: high
fracture of condylar neck with displacement (ventrally, medially, or
dorsally) - mostly no contact between the fragments. Type IV: low fracture
dislocation of condylar neck. Type V: high fracture dislocation of condylar

neck. Type VI: (intracapsular) fracture of condylar head.
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C D
Fig. 3. Panoramic radiographs of the right condylar fracture in a 6-year-old
boy. A, preoperative; B, postoperative 1 month; C, postoperative 3
months; D, postoperative 2 years.
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C D
Fig. 4. Reverse Towne's view of the left condylar fracture in a 7-year-old
girl. A, preoperative; B, postoperative 1 month; C, postoperative
3 months; D, postoperative 1 year.
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C D
Fig. 5. Panoramic radiographs of the left condyle and the symphysis fracture
in a 10-year-old boy. A, preoperative; B, postoperative 2 months; C,
postoperative 6 months; D, postoperative 1 year.
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