
Citation: Shunmugavelu K (2021). Management of Isolated Nasal Bone Fracture and Pretraumatic Dentoalveolar Condition. SunText Rev 
Dental Sci 2(3): 146.  

1 

 

                                    SunText Review of Dental Sciences                               Open Access 
 ISSN: 2766-4996          Case Report 

Volume 2 Issue 3 

 

Management of Isolated Nasal Bone Fracture 

and Pretraumatic Dentoalveolar Condition 

Shunmugavelu K* and Subramaniam K2 

1Consultant Dental Surgeon, Mercy Multispeciality Dental Centre, Chennai, Tamil 

Nadu, India 
2Consultant Oral and Maxillofacial Surgeon, SPMM multispeciality hospital, Tamil 

Nadu, India 
 

*Corresponding author: Shunmugavelu K, Consultant dental surgeon, Department of 

dentistry / Oral and maxillofacial pathology and Faciomaxillary surgery, Kasturi 

Multispeciality hospital, Chennai, India; Tel: 0091-9789885622; E-mail: 

drkarthiks1981@gmail.com  

Abstract 

The most important bone in the facial region to be involved in trauma is the nasal bone, constituting 40%. Pre and post traumatic 

analysis plays a major role in the esthetics and functional demands. Here, we present a case reported with nasal bone fracture and 

dentoalveolar trauma. The treatment plan included closed reduction of fractured nasal bone under general anaesthesia and endodontic 

therapy followed by prosthodontic rehabilitation of discoloured maxillary central incisors. The main purpose of the article is to 

emphasis the importance of immediate and proper plan and execution of well-defined treatment methods in order to obtain significant 

esthetics and function considering the patient age, nature of the condition and socioeconomic status. 
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Introduction 

The most common activities resulting in facial trauma are road 

traffic accidents, interpersonal violence, fall, sports and physical 

abuse [1]. About 40% of the injuries involve the nasal bone. Due 

to its prominent nature, architecture and supportive thin nasal 

septum, tip of the nose fractures easily. Anatomically, the nose is 

bounded anteriorly - inferiorly by cartilage and posteriorly – 

superiorly by bone. The cartilaginous framework consists of 

maxilla, nasal process of frontal bone and a pair of nasal bones. 

The nasal bone fracture is usually associated with profuse 

bleeding. Kiesselbach’s area which plays an important role in 

epistaxis provides a rich vascular network [2]. Usually nasal 

packing can be done to control bleeding. In case of pack failure, 

arterial ligation may be needed [3,4]. The following case depicts a 

male patient with nasal bone fracture associated with 

dentoalveolar trauma involving maxillary central incisors which 

were treated by closed reduction and involved teeth were 

endodontically and prosthodontically rehabilitated. 

Case Report 

A 35 year old male attended the Department with history of road 

traffic accident. Clinical picture included swelling, epistaxis, 

deviation, obliteration of nasolabial fold, crepitus, tenderness and 

stuffiness in nasal region along with dentoalveolar trauma 

involving discoloured (discolouration was seen before trauma) 

maxillary central incisors. Radiological investigations such as 3D 

facial CT revealed displaced fracture of nasal bone. Treatment 

plan included closed reduction of fractured nasal bone under 

general anaesthesia. The patient was placed in supine position, 

general anaesthesia administered through endotracheal intubation. 

Fracture site prepared and draped. Extra oral painting done with 

5% povidone-iodine solution. Intranasal cleaning with was done 

with betadiene gauze pack and 2% xylocaine soaked in gauze was 

used for topical anaesthesia. Fracture site reduced with Ash septal 

forceps and right and left Walsham forceps. The shapeand 

symmetry of the nose obtained. Haemostasis achieved. Nasal 

splint applied over the nose for stabilization and immobilization. 
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GA recovery was uneventful. Patient was reviewed and advised 

about the dentoalveolar trauma to be treated within a week. 

Clinical examination during review revealed fractured maxillary 

central incisors, 21 which were already discoloured before the 

trauma. After oral prophylaxis, radiovisiography was taken in 

relation to 11, 21. Patient was advised endodontic therapy 

followed by prosthodontic rehabilitation which included two unit 

zirconia fixed partial denture. 

 

Figure 1: Clinical picture depicting nasal region trauma and 

deviation. 

 

Figure 2: Clinical picture depicting discoloured and fractured 

maxillary central incisors. 

Discussion 

Common events such as road traffic accidents, accidental fall, and 

interpersonal abuse and sports activities might result in facial 

injury [1]. The framework is constituted by nasal process, 

maxilla, and paired nasal bones and bounded by cartilage – 

anteriorly, inferiorly and bone – posteriorly, superiorly. The 

cartilaginous nature of nasal structures are prone to injury [2]. 

The combination of nerves, mucous glands, soft tissues and 

muscles play an important role in nasal sensation and function. 

The nasal tip fractures due to thinned nasal septum. The anterior 

ethmoid artery is responsible for anterior epistaxis while a branch 

of sphenopalatine artery for posterior epistaxis. The direction of 

impact such as frontal results in displacement in posterior 

direction while lateral impact results in depression on the 

involved side. The rich vascular network is contributed by 

Kiesselbach’s area [2-4]. Detailed clinical assessment includes 

duration and extent of bleeding, past medical history, past 

surgical history and alcohol usage. Careful examination of 

adjacent facial bones should be done to rule their involvement. 

Even thorough and complete body examination pertaining to 

trauma was carried out to rule out comorbidity. 

Based on the pathology, nasal trauma has been classified 

(modified Murray classification) as follows: 

1) soft tissue injury 

2 a) simple unilateral non displaced 

2 b) simple bilateral non displaced 

3) simple displaced 

4) closed comminuted 

5) open comminuted 

Clinical findings of nasal bone fracture includes swelling, 

epistaxis, ecchymosis, deformity, indentation, irregularity. 3D 

facial CT plays an important role in assessment of nasal bone 

fracture [5-8]. Irrigation and debridement might be needed in case 

of open wound. Two instruments such as Walsham and Ash 

forceps are used for reduction of displaced septum and impacted 

nasal structures [6-8]. Saddle nose deformity might result. In 

order to achieve proper shape, external splint can be applied for 

one week. The factors such as bone process, facial size and bone 

elasticity determine the difference in incidence of nasal trauma 

between a paediatric and adult. Structural integrity of the nose 

should be assessed 6 to 12 weeks post operatively. Postoperative 

complications such as septal haematoma, epistaxis, and adhesions 

can be minimized by nasal packing [9-11]. Non-comminuted and 

simple fractures can be managed by closed reduction. 

Management of nasal trauma depends upon various factors such 

as age, time elapsed, necessity, anaesthesia and treatment plan 

[12-14]. 

Conclusion 

Hereby we conclude that all the nasal bone fracture wouldn’t be 

an isolated one. Hence the comorbidities should be assessed prior 

to the treatment. In our case, we experienced the above mentioned 

circumstances, a previous comorbid condition of dental trauma 

which was planned and treated in the post op follow up. 
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