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C-arm Assisted Reduction via Gillies Approach

of Zigomatic Tripod
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— ABSTRACT —

Many surgical approaches for reduction of zygomatic fractures have been reported, which include Gilles ap-
proach, transnasl approach, transoral approach, subcilliary approach, lateral canthal approach, eyebrow approach

and transconjunctival approach, etc. The choice of s

urgical approach and materials for reduction of zygomatic

fracture depends on the type of fracture, the surgeon’s experience and preference. In case of zygomatic tripod

fracture, reduction was performed frequently by ope

n reduction and internal fixation. However open reduction

has significant drawbacks such as facial scar, facial nerve injury and blindness. Compared with open reduction,
closed reduction has many advantages, which are short operative time, minimal incision, cost-effectiveness. But
paucity of closed reduction was exist such as inaccurate reduction and delayed displacement. To overcome the-

ses faults, the authors performed semi-closed reduct

ion for the tripod fracture under intraoperative assessment

using C-arm in two cases. (J Clinical Otolaryngol 2013;24:270-275)

KEY WORDS : C-arm - Tripod fracture - Gillies app

roach.
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Fig. 1. Preoperative (A, B, E) & postoperative (C, D, F) CT scan (case 1). A : The preoperative coronal view demonstrates
left frontozyogoma fracture. B : The preoperative axial view demonstrates the depressed left arch fracture of Zingg
type B. E : The preoperative 3D reconstruction view demonstrates left frontozygoma fracture. C, D, F : The postopera-
five coronal, axial and 3D reconstruction view demonstrates the stabilization of bony fragment after reduction.
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Fig. 2. Preoperative (A, B, E) & postoperative (C, D, F) CT scan (case 2). A : The preoperative coronal view demon-
strates left frontozyogoma fracture. B : The preoperative axial view demonstrates the depressed left arch fracture of
Zingg type B. E : The preoperative 3D reconstruction view demonstrates left frontozygoma fracture. C, D, F : The
postoperative coronal, axial and 3D reconstruction view demonstrates the stabilization of bony fragment after re-
duction.
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Fig. 3. Intraoperative C-arm fluoroscan findinds. A (casel). B (case 2) : C-arm taken after reduction shows the stabili-
zation of repositioned bony fragment of zygomatic arch. Arrow indicates reduction site of zygomatic fracture.
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the highest point of the lateral orbital wall, (b) the low-

est point of the lateral orbital wall, (c) a point in front of

the superior margin of the zygomatic arch, (d) the apex

of pyramid.
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