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Nasal fracture

Nasal fracture is the most common facial traumas. The nasal bones 

are the most commonly fractured bones of the face, as they occupy 

a prominent, exposed position and have little structural support. 

Changes in appearance and function can be prevented by prompt 

and appropriate management.

Presentation

Assessment of nasal fracture should include a careful search of 

other facial trauma, since the risk of important head trauma 

increases significantly with multiple facial trauma. External 

complications, internal complications and cosmetic appearance 

should also be considered.

History 

A detailed history exploring the mechanism and timing of injury, 

and loss of consciousness, will help distinguish isolated nasal and 

septal fractures from those likely to be associated with other 

injuries. Any history of prior nasal and/or septal trauma or surgery 

should also be documented. The possibility of non-accidental 

trauma must be considered. Concussion and brain injury symptoms 

such as headache, nausea or emesis, dizziness, disorientations, or 

lethargy must be elicited. 

Important features to be noted are

l Age of the patient

l Mechanism of the injury: High impact accidents are more likely 

to be associated with multiple facial and head injuries

l Timing of the injury: Obvious deformities are easier to visualise 

within hours after the injury. After about four hours, swelling 

may obscure accurate diagnosis

l Previous nasal injury, procedures, ENT problems and use of 

intranasal decongestant or steroids

Examination 

Examination should start distally and move proximally. It should 

include an intranasal examination. Observing the nasal dorsum from 

the frontal, worm's eye, and bird's eye view will help the clinician 

appreciate any external nasal deformities. Overlying edema is 

frequently present with decreased definition of the melonasal angle 

and may mask the severity of the underlying skeletal deformity. 

Nasal septal deviation, septal deformities, and crepitus should be 

considered during examination. The intranasal examination with a 

nasal speculum, appropriate lighting, suction, and vasoconstrictor is 

important to assess the status of the cartilaginous and bony nasal 

septum, rule out septal hematoma, and determine the origin and 

extent of epistaxis and/or cerebrospinal fluid (CSF) rhinorrhea.

A detailed facial examination is also important should include visual 

acuity, extraocular muscle movement, pupil size and reactivity, 

intercanthal distance, medial canthal tendon position, mandibular 

range of motion, and occlusion. During examination, if the patients 

may exhibit signs and symptoms of a concussion. As such, a 

symptom driven neurologic examination is important in a subset of 

patients with facial trauma. 

Investigations 

Radiographs

Plain radiographic films may be adequate to assess the extent and 

displacement of nasal bone fractures when no other trauma are 

suspected, but they are used less often with the advent of CT. 

l Radiological views of lateral nasal bones and occipitofrontal 

l Waters' view 30 degrees

l If Naso-Orbito-Ethmoid (NOE) complex injury is suspected, a 

CT scan with both axial and coronal views is required. Recently, 

cone beam CT has been used in dental unit and other settings to 

visualize bony lesions, dysmorphology, and fractures.   

l In addition, 3-D CT reconstructions may be indicated

Management

For most routine nasal fractures, operative management of nasal  

fractures requires consideration for the timing, anesthetic, setting in 

which treatment is rendered, and details of the operative approach. 

The recommended time frame to repair nasal fractures is within the 

first week after injury. It is acceptable to perform immediate 

treatment, but at times in may be helpful to allow swelling to 

decrease prior to definitive treatment. Treatment within the first 

several days facilitates the healing process and limits patient 

disability. Epistaxis common in nasal fracture that may lead to 

airway obstruction, aspiration, shock, and exsanguinations if not 

recognized and managed early. Control of a massive and a 

potentially lethal epistaxis consists of the following-

l Protecting the airway with endotracheal intubation or 

tracheostomy, if necessary

l Ruling out coagulopathy

l Packing the posterior and anterior nasal cavities

Packs should remain in place for not more than 24 hours; antibiotic 

coverage is recommended so that serious infections can be avoided. 

If packing is needed for more than 24 hours, they should be 

changed daily.  
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Incision and Drainage of Abscess

 Clinical Method





(R)

(P)

(L)

Peripheral air embolism

 Case Review



Popliteofibular Ligament

Anterolateral Ligament
(ALL)

Gerdy's Tubercle

LCL

Popliteus Tendon



Page 18



Firefighter - Mr. Halik is only person in world to live with no heart 

Annabelle doing fine 5 months after partial in-womb lung surgery
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