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INTRODUCTION

If attacks from the air should occur in this country, vast
numbers of persons suffering injuries of the face and support-
ing structure would require medical attention. As such in-
juries are likely to be sustained in great numbers, great re-
sponsibility will be placed upon the dental profession, since
the special features associated with maxillo facial casualties
generally require the cooperation of the dentist. The tech-
niques of treating the injured after an attack would be the
established procedures used after any other disaster. Maxillo-
facial casualties, like all others, would receive treatment first
through first-aid stations generally administered by properly
trained lay personnel. However, because of the lengthy period
which may elapse between the first-aid treatment and the
specialized attention in the general hospital, intermediate
treatment is obviously necessary. Although this emergency
treatment generally cannot be as complete as it can in an
organized hospital, much can be done during the early stage.
Primary suturing, immobilization, relief of pain and treatment
of shock are measures to be taken which will aid in making
transportation more comfortable.

Maxillo-facial injuries are of great concern not so much
because of the possibility of ]oqs of life as because of the
resulting facial dlshgurcment These deformities are most
likely to follow severe injuries when there has been loss of



Fractures of the Facial Bones

tssue causing difficult and lengthy definitive trearment.
Where there has been extensive loss of both bony and soft
tissues the treatment is even more complicated. Early and
adequate treatment of these wounds, regardless of their sever-
ity, is of utmost importance in order to safeguard against
subsequent deformities and to minimize reconstructive sur-
gery. The importance of this fact should be stressed con-
stantly.

While plastlc surgery today can in most cases completely
restore soft-tissue losses, there are many considerations other
than the transplantation of the soft tissues. Facial contour
depends to a large extent upon the underlying bony frame-
work. Where this is absent, a substitute in the form of an
intra-oral prosthesis must be constructed as a temporary
measure.

This requires the services of the dentist and often taxes his
ingenuity. Patients with facial disfigurements are frequently
under great mental stress because they are convinced of their
repulsiveness. Here the dentist can again be of great service
by making prosthetic restorations for the missing parts of the
face before and during the various phases of the reconstruc-
tive surgery.

This manual is divided into three sections, namely:

A. General considerations of the wound and wounding.
In order to carry out the basic principles of treatment
of wounds in the early stages, it is essential to understand
the significance of wounding.

B. First aid. It is anticipated that first-aid units will be the
first to deal with possible civilian injuries from air
attack. These groups will render treatment at the site
of the injuries and arrange for the distribution of the
casualties. If first-aid treatment will generally be admin-
istered by properly trained lay groups, they must be so
trained in order to grasp the entire situation quickly and
then determine which casualties have injuries that re-
quire immediate attention. Since every casualty must
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Introduction

be assumed to have sustained multiple injuries, a rapid
examination must be made in order to make a prelim-
inary appraisal of the patients" general condition as
well as the extent and severity of their injuries.

The personnel of these first-aid units, trained to take
care of first things first, must know the basic principles
and specific procedures of first aid in facial injuries and
be able to apply them to specific situations occurring
in a disaster.

Emergency treatment. Emergency treatment requires
highly trained professional personnel. The end result
depends largely upon proper early treatment of facial
injuries. When such treatment is not properly adminis-
tered, unnecessary permanent deformities may result.
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THE WOUND AND WOUNDING

GENERAL CONSIDERATIONS

In order to assist the dentist in preparing himself for mili-
tary service, for civilian emergency in case of bombings, for
accidents resulting from blackouts, or similar disastrous events,
the general meaning of wounding, the principles of wound
healing, and general considerations relative to the care of such
injuries will be reviewed here. The proper treatment of these
injuries requires the dentist to have an intimate knowledge of
head and neck anatomy, sound diagnostic ability and good
judgment in the pl'mnmg of treatment.

The great majority of maxillo-facial injuries falls into two
'ategories*—crmhing injuries and injuries due to projectiles.
Crushing injuries in peacetime are essentially the same as
those occasioned by war. The mechanization ‘of modern life
has greatly increased the number and severity of compound
crushing and penetrating lacerated wounds. In general, war
wounds differ from those seen in civilian practicc by their
multiplicity, the frequency of severe traumatic shock and the
serious extent of tissue disruption and loss. As is well known
by now, modern warfare causes widespread injury to the
civilian population—men, women and children—as well as to
the armed forces engaged in actual combat. Air bombing and
high-explosive shell fire in the last war were responsible for
an enormous increase in crushing injuries and compound
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