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Clinical Experiences of Facial Asymmetries in
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Purpose: Zygomaticomaxillary complex (ZMC) fracture
is one of the most common facial injuries after facial
trauma. As ZMC composes maijor facial buttress, it is a key
element of the facial contour. So, when we treat these
fractures, the operator should have a concern with the
symmetry to restore normal appearance and function. But
sometimes, unfavorable results may occur. The aim of this
study is to analyze the unsatisfied midfacial contour after
ZMC fractures reduction retrospectively and to point out
the notandum.

Methods: 369 patients, treated for fractures of the ZMC
were included in the study. After the operation, such as
open reduction and internal fixation (ORIF with titanium or
absorbable materials), open reduction, and closed reduc-
tion, midfacial contour was evaluated with plain films and
3-dimensional computed tomography. And unfavorable
asymmetric midfacial contours were correcterd by secon-
dary correction and re-evaluated. Gross photographs were
obtained at outpatient clinic.

Results: Total of 38 patients had got a facial asymmetry
and among of them 24 patients were treated secondary
revisional ORIF operations for correction of unfavorable
result of after primary reduction. Two of them had received
tertiary operations, three patients had got osteotomy more
than after one year and six patients had got minor pro-
cedures. The etiology of asymmetry were lateral displaced
simple fracture of arch (n=2), lateral displaced comminuted
fracture of arch (n=6), comminuted arch fracture combined

Received November 23, 2010
Revised February 2, 2011
Accepted February 14, 2011

Address Correspondence : Seung Han Song, M.D., Department
of Plastic & Reconstructive Surgery, Chungnam National
University Hospital, 640 Daesa-dong, Jung-gu, Daejeon
301-721, Korea. Tel: 042)280-7380 / Fax: 042)280-7384 /
E-mail: silverwine_@naver.com

posterior root fracture (n=9), and communited arch and
body fracture (n=12), severely contused soft tissue (n=9).
After the manipulations outcomes were acceptable.

Conclusion: To prevent the asymmetry in ZMC fracture
reduction, complete analysis of fracture, choice of appro-
priate operation technique, consider soft tissue, and
secure of zygoma position are important. Especially, we
should be more careful about communited fracture of
zygomatic body and lateral displacement, root fracture of
zygomatic arch. Because they are commom causes that
make facial asymmetry. To get optimal result, ensure the
definite bony reduction.

Key Words: Zygomaticomaxillary complex fracture, Facial asym-
metry
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Fig. 1. Zygomatic bone fracture treatment algorithm in
Chungnam National University Hospital.
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Fig. 2. Assessment of realignment. (Left) Projection: Between axial midline and most anterior point on zygomatic body, (Center)
Width: Between sagittal midline and most lateral point on zygomatic arch, (Right) Rotation: separation or overlap at the level
of zygomaticosphenoidal suture without significant change in zygoma projection or width.
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Fig. 3. Variable types of arch fracture in zygomatic bone
fractures. (Above, left) A: medial displacement of arch,
(Above, right) B: lateral displacement of arch, simple fracture
(Below, left) C: lateral displacement of arch, communited
fracture, (Below, left) D: lateral displacement of arch,
comminuted fracture combined with root fracture (Below,
right).
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Fig. 4. 52-year-old male with zygomatic bone fracture. (Left) preoperative view, laterally displaced zygomatic arch fracture.
(Center) immediate postoperative view, overcorrected state of zygomatic arch, left. (Right) secondary postoperative view after

early correction in 2 weeks.
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Fig. 5. 21-year-old male with zygomatic bone fracture. (Left) preoperative view, zygomatic body fracture and root fracture
of arch, right. (Center) postoperative view, we just performed 3-point fixation to correct zygomatic bone except root fracture.
(Right) Gross photo with worm’s-eye view. facial asymmetry caused by non-corrected root fracture.
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