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1. Local anesthesia in the mandible Due to the density of the buccal bone plate, infiltration techniques are of limited value in the mandible and block anesthesia is most frequently employed. This is achieved by the deposition of solution around the inferior dental nerve in the pterygomandibular space. Boundaries of the pterygomandibular space • The space is bounded anteriorly by the pterygomandibular raphe and the fibers of superior constrictor and buccinator muscles that are inserted into it. • The posterior boundary is formed by the parotid gland. • The ramus of the mandible forms the lateral wall while the medial pterygoid muscle forms the medial wall; the lateral pterygoid muscle forms the roof of the space. • The lingual nerve ascend diagonally through the space passing just infront of the inferior alveolar nerve as the latter emerges from the mandibular foramen. • A shallow bony depression just above the foramen is the site in which the solution should be deposited for an inferior dental block. The inferior dental block (IDB): The success of this technique is entirely dependent upon the accurate deposition of the solution; this technique will anesthetize the inferior alveolar nerve and its terminal branches (mental and incisive nerve). It is accomplished in the following manner: The patient is seated in the chair and the head rest adjusted so that his mandibular occlusal plane is horizontal when the mouth is open. The dentist should stand in front of his patient for the right IDB and behind the chair for the left IDB (this is for the right handed dentist). Upon intra-oral inspection, two important landmarks should be identified: the retromolar triangle and the pterygomandibular raphe (this structure passes upward and inward from the posterior end of the mylohyoid line of the mandible to the Hamulus of the medial pterygoid plate, the point of insertion of the needle should be lateral to and infront of it), The thumb of the left hand is passed along the buccal surfaces of the lower molar teeth until the external oblique ridge is felt. The tip of the thumb is then passed inward to lie in the retro-molar fossa. The mid point of the nail should lie in the deepest part of the coronoid notch; this position usually coincides with the internal oblique line. A long needle is inserted at this point. With the barrel of the syringe held parallel to the mandibular occlusal plane and over the second premolar tooth of the opposite side of the mouth, the tip of the needle is inserted for about 2 - 2.5 cm until its tip lightly contact the bone above the mandibular foramen. When bone is contacted withdraw approximately 1mm to prevent subperiosteal injection and about 1.5 ml of the solution deposited. Then slowly withdraw the syringe and when approximately half its length remains within tissues deposit few drops of the solution to anesthetize the lingual nerve. The onset of anesthesia is signalled by a change of sensation in the lower lip and the tongue when compared with the other side; this may be described as pins and needles, frozen, wooden like, etc... Note 1. The dimensions and shape of the mandible may vary in patients of differing race, size, and age. Thus the width of the ascending ramus and hence the position of the mandibular foramen may vary between individuals. For this reason it is often helpful to palpate both the anterior and the posterior borders of the ascending ramus by the thumb and the index finger, the needle may then be inserted as previously described and directed midway between the two fingers. 2. Bilateral IDB should be avoided whenever possible since it produces considerable discomfort primarily from the lingual soft tissue anesthesia which usually persist for several hours after injection, in addition, the patient feels unable to swallow and because of lack of sensation he\she is more likely to self injury the anesthetized soft tissue. 3. Lingual nerve also could be anesthetized by infiltration technique, by deposition of about 0.5 ml of the solution in the lingual sulcus adjacent to the target tooth.

2. Complications of the inflammatory face and neck diseases Mediastinitis More often purulent mediastinitis appears in the result of mechanic and chemical damage of esophagus with the following mediastinal cellulose infection. However infection can penetrate into the mediastinal through interfascial neck cellulose during deep phlegmons of odontogenic origin. Odontogenic mediastinitis develops in the result of spread of purulent exudates through mediastinal during the phlegmon of peripharyngeal space and mouth cavity floor, through the way of neck neurovascular fascicle, and also through periesophageal and pretracheal cellulose. Odontogenic mediastinitis could appear at lightning speed, proceed simultaneously with phlegmons of mouth cavity floor and neck, therefore its diagnostics is not easy. Clinical picture. The general state of a patient bitter aggravates. Body temperature rise till 39-40оС, oftentimes is observed rigor. Pulse riches 110-140 bits in the minute, becomes arrhythmic, of poor volume and tension. Appears bitter dyspnea, shallow breast, the number of respiratory movement reaches 45-50 in a minute. One of the main symptoms during acute purulent mediastinitis is the pain behind the breast bone or in the depth of breast. During the tilt of a head the pain increase (Gerke symptom). Also pains can increase during the deep breath, the attempt to ingest food. The characteristic is permanent hacking deteriorates patient state. During the entrance is observed tissue retraction in the region of sterna notch (Ravich-Sherbo symptom). The position of the patient during the mediastinitis is enforced. One is with the inverted head or is lying sidelong with arcuated to the alvus foot; the chin is pressed to the breast. In the blood is observed expressed leucocytosis, a bitter shift of leucogram in left, a significant increase of ESR. Important diagnostic method during the mediastinitis is X-ray examination. X-ray examination is made in three projections (frontal, lateral and slanting) usually. In the X-ray picture are taking into consideration mediastinum shadow, transudes in the pleural space. Surgical intervention during the mediastinitis should be made immediately after diagnosis establishment and correct preparation. Access to the mediastinum is made through the discission along the frontal edge of sternocleidomastoid muscle, beginning from the level of upper edge of thyroid cartilage and on 2-3 cm lower sternoclavicular abarticulation. After transsection of the middle neck fascia, omosublingual muscle, to subject cellulose separate the dorsal edge of lateral part of thyroid gland. Neurovascular fascicle is lead to the outside. Along the lateral and frontal surface of weasand penetrate into the cellulose of frontal mediastinum, but along the weasand walls - in the cellulose of a dorsal mediastinum. Mediastinum is drained with the help of polyethylen or polyvinylchloride pipes, through which is bathes the purulent cavity by antibiotics and antiseptics solutions. In the case of «contact», prognosis of an odontogenic mediastinitis always is very complicated, the disease is highly dangerous. It proceeds especial hard and unfavorable in the prognostic concern putrefactive-necrotic and putrefactive mediastinitis. During the post mortem examination at majority of died were detected purulent pleurisy, purulent pericarditis, deep dystrophic changes in liver and nephros. Thrombophlebitis of facial veins. Thrombosis of cavernous sinus. More often thrombosis of face and cavernous sinus are complications of the face furuncles and carbuncles, acute sinusit, phlegmons of temporal and pterygoid-palatal fossa. 31 In the thrombophlebitis pathogenesis of facial veins and cavernous sinus is important the presence of a dense net of lymph and venous facial vessels with the multiple anastomosis, connection of facial veins, nose cavity and pterygoid-palatal fossa with the eyesocket veins of cavernous sinus, lowering of the organism reactivity after catarrhal and virus diseases, microbal allergy and autoallergy during the inflammatory processes in maxilla-facial region, mechanic damage of skin pustule. The main anastomosis, connecting the deep facial veins, pterygoid plexus with eyesocket veins, veins of hard brain-tunic, with the cavernous sinus, is lower orbital vein. In the anastomosis of facial veins with the cavities of hard brain-tunic seals are absent almost. The direction of veins blood flow could change during the inflammatory processes. In usual conditions a part of blood leaded from eyesocket along the angle vein into facial. During the inflammatory process, in the region of upper lip, blood through angle vein refluxes in eyesocket veins. It is known that thrombophlebitis of facial veins appears after stripping of skin pustules by patients or accidental pustule traumatizing more often. Mechanic trauma in the pustule region is accompanied by the damage of endothelium of small blood vessels, among them veins, which promote the thrombophlebitis development. Thrombophlebitis of facial veins. The disease is characterized by the appearance along the angle and facial vein of painful “bands” of infiltrate tissue, skin hyperemia with the cyanotic color, and development of edema long after infiltrate. Subdermal veins are enlarged, radiate. It is obvious expressed intoxication, high body temperature, rigor, general sickness, leucocytosis with left formula shift, high ESR. Take place significant hemostasis change: shortens the time of dark blood clotting, rise the content of blood fibrinogen, appears fibrinogen B fraction, rise the factor XIII activity, inhibits fibrinolysis. During the abscess of thrombosed veins and infiltrates it is performed a surgical treatment with the active pustules drain. For prevention of thrombosis of cavernous sinus, S.D. Sidorov (1979) recommends, to ligate angle or facial vein depending on process localization. More difficult face thrombophlebitis complication is cavernous sinus thrombosis, which is concerned to intracranial complications. Clinical picture. Appears a strong headache, sharply painfulness in eyes region, general weakness, and rigor. Body temperature achieves 38-40о С. To the local manifestation belong edema and hyperemia of eyelid and front skin, infiltration of arcula soft tissue, exophtalm chemosis conjuctivitis, phthalmoplegia, mydriasis, and hyperemia of eye floor. In a circumferential blood the number of leucocytes achieves 15-20. 109 /l, ESR increase till40-60 mm/h. In the early stage of cavernous sinus thrombosis, M.P.Oskolkova and T.K. Supiev (1974) supervised expressed cyanosis of lip mucosa membrane, front skin, nose, ears.
3. All traumatic injuries are divided into occupational (industrial and agricultural) and non-occupational (household, transport, outdoorsy, sport) according to the reasons of their production. Industrial Injury is injury coming from the execution of workers occupational functions in the production sector or agricultural sector. Home accident is injury which is not connected with occupational functions but is produced in the result of household duties performance or home disputes. It is observed that the frequency of home accidents increases in the spring-summer period (from April until September). Around 90% of home accidents appear in the result of stroke and only 10% of home accidents appear in the result of downfall or due to other reasons. Men prevail women among injured in the ration 4:1. More often home accidents occur at the age of 20 till 40 years (60%). Outdoor injury is injury coming from outdoor walking (human downfall due to disturbance of the general sense of well-being, ice slick, natural disasters and etc.) which is not connected with transport. About half of injured persons are persons middle, elderly and old aged. The given injury differs by slight character of injury (often: hurts, frets, wounds, teeth injury, nasal bones and zygomatic (malar) complex injuries). Road accident produces in the result of road traffic incidents. It is characterized by multiplicity and combined injuries. Combined injury is the coeval injury of two or more organs which belong to different anatomico-functional systems. A craniofacial injury is more often type of combined injuries. Sport injury produces in the result of fitness and sport. There is defined the seasonality of sport injury. More often it occurs in winter months (skating, hockey, skiing) or in summer (football). According to nature and degree of injuries, all face soft tissues traumas are divided into two main groups: 4 1) Isolated injuries of face soft tissues (without skin integument and mouth mucosa membrane crippling (contusion); with skin integument and mouth mucosa membrane crippling (racoma or wound)); 2) Combined injuries of face soft tissues and viscerocranium bones (without skin integument and mouth mucosa membrane crippling; with skin integument and mouth mucosa membrane crippling). Contusion is a closed mechanic injury of soft tissues without optic violation of their anatomic crippling. It is produced under the influence of blunt item with the little force on soft tissues. This is accompanied by the expressed violation of subjecting tissues (skin structure, muscle) with the preservation of skin crippling. In the subjecting tissues there are observed injury of small vessels, hemorrhage and blood tissues imbibitions. There are originated acchymomas (the hemorrhage in the skin thickness or membrane mucosa), or hematomas (restricted blood accumulation in the tissues with the cavity formation in it). Acchymoma is the indicant of viability of tissue injury. The “Flowering” of acchymoma is a gauge of the trauma limitation. The purple-cyanotic color of acchymoma is preserved during 2-4 days and a green coloring appears on the 5 th - 6 th day after trauma, on the 7 th -8 th -10th day color of the skin is yellow. Acchymomas disappear in 10 -14 days depending on hemorrhage sizes. Hematoma is classified depending on: - their tissue placement (subdermal, submucosal, intraperiosteal, intermuscular, subfascial); - localization (buccal, suborbital, periorbital, and other regions); - the state of effused blood (non-maturated hematoma, infected or maturated hematoma, organized or encapsulated hematoma); - the attitude to the blood vessels lumen (non-systaltic, systaltic and arching). Frequent contusion of soft tissues could be combined with the injury of facial skeleton bones. The augment of edema and a non-expressed functional injury could create a false presentation about only soft tissues damage isolation. Xray examination should be executed to specify the diagnoses. In two first days after trauma, the treatment of soft tissue injuries consists in overlapping of freeze (the icepack should be overlapped every hour with the interval 15-20 minutes) on the given area. From the third day after trauma thermal procedures (UV (ultraviolet) irradiation, ultrasound, phonophoresis with iodine paraffinotherapy, hot compress and etc.)could be prescribed. Trocsevasin (jelly 2%), heparoid, heparin ointment, Dolgit cream (the cream contains ibuprofen) and other ointments should be prescribed for the treatment of injury region. 5 In the case of soft tissues acute hematomas (two first days) it is prescribed the freeze and from the 3rd -4 th day there are indicated thermal procedures. Hematomas are opened in the case of their suppuration and encystations (organized hematoma). Excoriation (racoma) is the hurt (mechanic trauma) of the superficial skin stratums (epidermis) or mouth mucosa membrane. More often it produces on the outpouching body part: nose, chin, and front, superciliary and zygomatic regions. Often racomas are accompanied by soft tissue injuries and more rarely racomas are accompanied by face and neck wounds. Such kinds of hurts occupy about 8 % of all soft tissue hurts (according to our clinic data). The following racoma cicatrization periods are distinguished: - from the time of racoma appearance to the time crust appearance (10-12 hours); - the occlusion of the racoma floor to the level of unaffected skin and then upward (12-24 hours, and sometimes utill 48 hours); - the epithelization (4-5 days); - the falling-off crust (on the 6 th -8 th -10th day); disappearance of racoma trace. Cicatrization terms can be changed in dependence of racoma sizes. The cicatrization takes place without any cicatrices formation. The racoma treatment includes the manipulation by 3% hydrogen dioxide, chlorhexidine solution, adjustment by dressing of Kureosin solution, adjustment of collagen pellicle on the wound surface. Wounds Wound is a crippling of mucosa membrane along all it thickness (denser and deeper of lying tissues) caused by mechanic influence. Wounds are distinguished into: - superficial and deep, - nonpenetrating and penetrating (in the mouth and nose cavity, maxillary antrum, eye socket and etc.) According to the type and form of injure item, there are distinguished following wounds: - compound, - laceration, - sword-cut, - punctured, - chopped, - bite, - crushed, - degloving wounds. 6 Compound wounds are produced in the case of blunt item stroke with the simultaneous injury of surrounding tissues. Wounds on the mucosa membrane could be the result of teeth injury in the case of stroke in check region, upper and lower lip. Therefore wounds are infected by mouth mucosa microflora. The saliva which effuses from the wound irritates the skin. Laceration wound is the wound appeared due to tissues hyperextension. It is characterized by incorrect edges form, tissue sublation or abruption and by great zone of their injury. It appears in the case of stroke by abrupt items, fall, occupational or sport injuries and other. In dental practice laceration wounds are observed in the case of bur injury, teeth extraction tongs and other small instruments. Sword-cut wound is the wound produced by a sharp item. It is characterized by line or fusiform with equal parallel edges. Sword-cut wounds dehisce significantly even if they do not penetrate into deep layers of soft tissues of maxilla-facial region. This occurs because of facial muscles injuries which contract strong and widen the wound. It creates a false impression about the presence of tissues defect. In the dental practice sword-cut wounds occurs in the case of tongue, lip and check injury by the separating disc. The microbial contamination of these affections is great. Punctured wound is the wound produced by an acute item with small cross sections. It is characterized by the narrow and long wound tract. It is observed in the case of stroke by household piercing objects (knife, awl, screwdriver and et.), in the dental practice (elevator). The microbial contamination is significant expressed if injury of soft tissue is produced by an elevator. Chopped wound is the wound produced because the stroke of a heavy acute item. It is characterized by a fissured form and high deep. In contrast to sword-cut wound, chopped wound has more vast soft tissues and wound edges affect. More often these affects are followed by facial skeleton bones fractures and can penetrate in cavities (mouth, nose, eye socket, skull, and maxillary antrum). Bones fractures are usually splintered. Usually the microbal contamination is expressed. Frequent it is accompanied by wound suppuration, development off posttraumatic sinusitis and other inflammatory aggravations. Bite wound is the wound produced by teeth of an animal or a people. It is characterized by a contamination and by abrupt, crushed edges. If the human was bit by an animal this wound is contaminated by a pathogenic flora. Crushed wound is the wound during which production occur the histotripsy and breakage of tissues. More often than not, there are injured deep placed tissues and organs (salivary glands, eye-ball, throat, weasand, tongue and teeth), great vessel and nerves. There are originated vast hemorrhage and asphyxia. 7 Degloving wound is the wound with the complete or almost complete separation of vast skin flap. Generally there are produced on the bulging parts of facial skeleton (nose, front, zygomatic area, chin and etc).
SURGICAL DEBRIDMENT Surgical debridement is a surgical operation directed to creation of favorable condition for wound cicatrization, prevention or fight with the wound infection. It includes the elimination from the wound of nonviable and impure tissues, the final hemorrhage stop, ablation of necrotizing edges and other arrangements. Primary surgical debridement is the first wound debridement of a patient. 8 Secondary surgical debridement is the wound debridement which is leaded according secondary indications, i.e. according to the following changes subjected by infection development. Early wound debridement is performed in the first 24 hours after injury. Primary tardy wound debridement is the primary debridement performed on the second day after injury, i.e. after 24-48 hours. Late surgical wound debridement is performed in 48 hours and more. Surgical debridement peculiarities of maxillo-facial region wounds: - should be performed in full and at earliest terms; - it is not allowed to pare (refresh) wound edges, but only nonviable (necrotizing) tissues should be debrided; - wounds which penetrate in the mouth cavity should be isolated from the mouth cavity by the blind saturation of the mucosa membrane with the following layered closure (muscles, skin); - as a result of lips injuries from the beginning the red border (Cupid line) should be put together and needle and then to saturate; - wound debrides should be obligative amputated. Exception are only debrides which are in hard-to-reach places (palatal recess) as their search is incidental to additional traumas; - in the presence of injury of eyelids or lips red border, the skin and mucosa membrane are necessary to mobilize to prevent the tissues retraction (astringent) in order to avoid further intention in the sutures line in some cases. Sometimes it is necessary to make the displacement of interchanging triangular flaps; - in the presence of injury of salivary glands parenchyma it is necessary to suture the gland capsule and then all subsequent layers. In the presence of canal injury it is necessary to suture it or to create a false canal; - wounds are sutured by a blind suture and are drained only if they are infected (late surgical debridement); - in the case of expressed edema and a wide edges dihescense are used U-shaped sutures (for example: on the gauze swab a distance away the wounds borders 1.0-1.5 cm) to prevent sutures cutting out; - in the presence of soft tissues big penetration defect the surgical debridement is ended by a suture of a skin with the membrane mucosa mouth cavity to avoid the jaws cicatrical contraction. It creates favorable conditions for the further plastic defect closure as well as prevents the formation of gross scar and the deformation of neighboring tissues; 9 - postoperative wound management is oftener performed by an open method namely without dressings application on the second and consecutive days of the treatment; - to prevent the suture lines disruption, sutures shouldn`t be early removed. Soft tissues of maxilla-facial region have some characteristic peculiarities by contrast with other localizations: - voluminous blood supply; - good innervations; - high regeneration abilities; - expressed local tissues immunity; - tissues have cells around the face natural ostium which are already partialy prepared for the cicatrization; - wounds of mouth cavity mucosa membrane are bounded by saliva and it contains lysozyme which promotes the regeneration; - microflora of mouth cavity, nose and maxillary antrum could contribute to wound contamination; The surgical wound debridement is made after the cleaning (by antiseptic means) of skin around the wound. Hairs around the wound should be shaved as necessary. Once more the wound is debrided by the antiseptic means to eliminate foreign matters and contaminants. It is performed the local anesthesia and hemostasis. Devitalized tissues are exsected. The wound is repaired layer-by-layer by the blind primary saturation. Sutures lines are debrided by the iodine solution or brilliant green. The antiseptic bandage is applied. The first bandage is made on the next day after surgery. It is preferably to treat the wound without any bandage by open method. Only in the presence of contamination and hematomas the bandage (usual or compressive) should be applied. In the case of development of inflammatory process in the wound, abscesses must be opened and drained and then should be prescribed the medicated treatment (antibiotics and other). The cicatrization of posttraumatic wounds can be as by primary as by secondary intention. The cicatrization by the primary intention is the wound cicatrization by the way of its walls adhesion by fibrin roll with the formation on the surface of crust, under which happens a quick fibrin substitution by the granulation tissue, epithelization and formation of tight line cicatrize. The cicatrization by the secondary intention is the wound cicatrization by the way of gradual filling of purulent wound cavity by the granulation tissue with the following epithelization and formation of a cicatrice.
