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Abstract

By deﬁnition, degloving is detachment of skin and subcutaneous tissue, most often affecting the limbs and extremities and occasionally
the scalp. Degloving generally occurs from high-energy trauma. This paper describes an extreme case of traumatic facial degloving
injury. This is an extremely rare condition, as the patient survived despite the risk of imminent death. This case report addresses the
decisions made regarding the emergency management, prevention of necrosis and infection by surgical debridement and timely repair
of the vital soft tissue structures that guided the management.
Keywords: Facial degloving

Introduction
Degloving type of injury involves the separation of the skin and subcutaneous tissue from the bones, compromising the adjacent
fascia, muscles, blood vessels and nerves [1]. Such injuries are more common in the limbs, but may occur in other parts of the body,
such as the craniofacial region [2,3]. Owing to the rarity of patients who experience facial degloving there is no pre-established
treatment protocol. The aims of initial treatment include maintaining the airway and control bleeding. A shorter operative time
reduces the risk of infection and necrosis, thereby providing stable soft tissue cover for any subsequent procedures required for
adequate function and aesthetics.
The authors describe a unique, extreme case of facial degloving involving the whole of the nose, lower eyelid, right cheek and upper
lip; associated with comminuted fracture of nasal bones that required emergency measures for the stabilization and treatment.

Case Report
35yr old male patient came with alleged history of road traffic accident. His main injury was to this face. He suffered full thickness
facial laceration with degloving of whole of his nose, upper lip, right lower eyelid and right cheek. He also had comminuted
fracture of his nasal bones with his nasal septum exposed and loss of his upper incisors (Figure 1). His CT brain was normal. On
further examination it was noted that the degloved facial flap had another full thickness laceration on the left nasal ala. This whole
flap was surviving despite the right facial vessels being avulsed.
The patient was intubated to secure the airway and underwent initial resuscitation. Under general anesthesia, wound margins were
debrided till the edges were actively bleeding and was washed with normal saline. Nasal platform was first built by stabilising the
fractured nasal bones with 22G stainless steel wires. Right infraorbital nerve was repaired with 8-0 nylon sutures. Deep anchorage
sutures with prolene 3-0 were taken from the deeper surface of the degloved facial flap to the periosteum of zygoma and maxilla
thereby reorienting the avulsed facial flap. Right medial canthal ligament was repaired. Upper lip was repaired in three layers.
Nasal mucosal lining and upper gingivobuccal sulcus was sutured with 4-0 trugut. Finally the facial flap was sutured to the left
side of the face in two layers. Nasal packs were placed to prevent collapse of the nasal lining and control nasal bleeding (Figure 2).
The whole of the facial flap survived including the dubious left nasal ala. Nasal packs were removed in 48hrs and facial sutures
were removed on post-operative day 5. Patient was followed up at one and three month’s period. He had near normal sensation
over his avulsed face. He had normal nasal breathing and well settled facial scar (Figure 3,4). He had normal olfactory sensation.
He initially had mild right sided epiphora which settled. He had enough upper gingivobuccal sulcus and was ready for dental
rehabilitation.
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Figure 1: Degloved facial flap having the entire nose, right lower eyelid and upper lip. Exposed fractured nasal bones and nasal septum.

Figure 2: Immediate post-operative picture with sutured wound and nasal packing in situ.
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Figure 3: One month follow up with good nasal projection and function.

Figure 4: Three month follow up with well settled facial scar and near normal facial symmetry.
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Discussion
The aetiology of facial avulsion injuries is diverse; the most common are falls from trees, automobile accidents and accidents
involving machines [1,3,4]. Most cases of avulsion caused by direct trauma are limited to small areas, such as the eyebrow, lip or ear.
Indirect trauma, such as catching hair in machines, tends to cause larger injuries [4]. Avulsion injuries of the face are uncommon,
whereas avulsion of scalp tissue, with or without facial tissue, are reported more frequently [5]. Avulsion injuries involving the
complete degloving of the affected segment require immediate treatment and generally involve the use of hyperbaric oxygenation
and microsurgical techniques to reduce tissue necrosis [2,6,7]. The case presented here differs from cases in the literature, both in
the extent of the affected area and the possibility of successful repair without the use of hyperbaric oxygenation or microsurgical
techniques. The team decided on this approach because there were no vessels available and viable for anastomoses. Even stopping
the ﬂow of blood from facial arteries did not represent a concern as the ligature of this artery is a routine procedure in oral and
maxillofacial surgery, especially when accessing the lower face.
Nasal fractures were stabilised quickly with 22G stainless steel wires, building the platform for the soft tissues to rest. In most
patients early reduction and ﬁxation of fractures, along with correction of the traumatic telecanthus during the initial surgery, yields
the best results [8]. The injuries presented by patients can affect several special anatomical structures, mainly in the periorbital
area. Injuries to the eyelids, medial canthal ligaments and lacrimal apparatus increase the complexity of surgery and make the
results less predictable. Frequent complications associated with these structures are increasing intercantal distance, epiphora, and
incorrect positioning of the eyelids. The ideal period for treatment of periorbital injuries is during the acute stage. Two weeks
after trauma, treatment becomes less predictable and more subject to relapse, especially the intercantal distance. The secondary
corrections are more complex and produce less satisfactory results than primary treatment [8].

Conclusion
A well-directed approach with stabilization of the airways and control of bleeding is of fundamental importance in cases of
avulsion. The use of microsurgical techniques for the reestablishment of lost vascularization should be considered, especially in
cases of complete tissue avulsion. Partial degloving of the face may not require such anastomoses, possibly due to the rich facial
vascularisation and collateral circulation, as in the present patient.
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