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Abstract  

 

Oral and Maxillofacial region encompasses a wide spectrum of diseases, injuries and defects involving the head, neck, 

face, jaws and the hard and soft tissues of the oral cavity. Soft tissue injuries, when they occur in isolation or in 

combination with other injuries, are among the most challenging tasks to manage by the operator. In spite of their high 

incidence, there are very few studies noted in the literature which systematically elaborates the management of these 

injuries. This articles aims at emphasizing on the various dressings that can be used in the management of soft tissue 

injuries of the Oral and Maxillofacial region. 
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INTRODUCTION 
Any break in the continuity of tissues covering 

the body which is usually associated with a defect is 

known as a wound [1]. The management of any wound 

is aimed at restoring the function and aesthetics in the 

shortest possible period of time [2]. The types of soft-

tissue injuries encountered include abrasions, tattoos, 

simple or complex contused lacerations with loss of 

tissue, avulsions, bites and burns [3]. 
 

 

The extent of facial soft tissue injuries is 

governed by the impact force and type of injury into 

minor superficial wounds to massive avulsions.
1
 

Disfigurement following trauma, is a social stigma and 

has the gross detrimental effect on the social well being 

of the patient [2]. An ideal dressing plays a vital role in 

establishing this goal of restoring the function and 

aesthetics in the shortest possible period of time. 

 

A wide range of dressing materials are 

available that can be used in various clinical scenarios. 

However, there isn’t an ideal dressing material that can 

be used in all kinds of clinical scenarios that can deliver 

the same efficient result. Since there is little emphasized 

in the literature on type of dressing materials that can be 

used in the management of soft tissue injuries we have 

attempted to highlight the same in this article. 

 

Dressings 

A dressing may provide wound coverage; 

support and pressure to an area in order to prevent 

hematoma formation or temporary support to facial 

fractures. It is generally recommended to have freshly 

sutured wounds covered for the first 24–48 hours. 

Dressing materials have been advocated and applied to 

wounds in the mouth in order to reduce postoperative 

pain, promote healing and prevent infection [4, 5]. 

Some surgical materials have anticoagulant effects and 

are useful in achieving hemostasis, when bleeding is not 

otherwise controlled [6]. The various types of dressing 

materials are classified as shown in Table-1. 
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Table-1 

S. No Type of dressing material Examples 

1. Basic dressing material Gauze 

Gamgee 

Bandages 

Elastic tapes 

2. Specialized dressing material Vaseline gauze 

Famycetin medicated gauze. 

3. Silastic gauze Porous autoclavable material  

 

Topical Oral Dressing Materials 

Oxidized Regenerated Cellulose 

It is a hemostatic agent that chemically reacts 

with blood [6]. It is biocompatible, does not interfere 

with the wound healing and dissolves in 45 days [6, 7]. 

It is extensively used in the field of neurosurgery. Few 

studies raised concerns over the use of oxidized 

regenerated cellulose claiming that it has potential 

neurotoxic effects [8].
 
 

 

Whitehead’s Varnish 

It aids in the prevention of capillary oozing 

and control of postoperative pain. It ensures that the 

soft tissue / bony cavities are free not infected in the 

postoperative period. In the maxillofacial region, it can 

be used as a dressing for skin graft donor sites, as a 

pack for cystic cavities of the jaw, to reduce pain 

following wisdom tooth removal, in orbital floor 

reconstruction, in cleft palate surgery, and with the 

surgical management of osteomyelitis [9-11].
 
 

 

Carnoy’s Solution 

It is a tissue fixative used primarily advocated 

prior to the enucleation of keratocystic odontogenic 

tumours [12].
 
Animal studies have demonstrated that an 

application for 3 minutes can cause reduction in nerve 

function while an application for five-minute can cause 

complete nerve impairment [13].
 

 

Bismuth Iodoform Paraffin Paste
 

It is used as a dressing material for fractures 

and open wounds with good success [14]. It is also 

advocated for dry socket and in prevention of epistaxis 

[15]. 
 

 

Zinc Oxide-Based Dressings 

Eugenol has an anaesthetic properties and it is 

a known fact that its derivatives have been used for 

general anaesthesia [16]. These properties are generally 

required in the presence of inflammation to reduce 

postoperative pain. Non-eugenol zinc oxide-based 

materials avoid the potential for eugenol related 

cytotoxicity and allergy [6]. All of the zinc oxide 

materials act simply as a physical barrier to protect the 

wound and are not antibacterial.
 

 

Antiseptic Solutions 

It is a well-known fact that irrigation of the 

wound is essential to remove contaminants which aid in 

reducing the infection rates. Normal saline is the most 

commonly used irrigation solution since it is an isotonic 

solution and does not interfere with the normal healing 

process [17]. Few recent studies have shown that 

ordinary tap water which is used for drinking is 

effective at irrigating and cleansing wounds as normal 

saline.
1
 Antiseptic solutions like cetrimide and 

chlorhexidine claim to destroy bacteria and have a 

deterrent effect on wounds provided that are in contact 

for atleast 20 minutes [1]. Povidine iodoine is not 

recommended for routine cleansing due to its cytotoxic 

effects on acute and healing wounds. Hydrogen 

peroxide, was earlier used to decontaminate and 

deslough the wound, but these properties are greatly 

reduced once the solution comes in contact with blood 

and pus. In addition to this, the thermal effect of the 

solution adversely affects the healthy tissues.
 

 

Dressings  

The selection of a type of dressing for a wound 

is determined by a numerous factors in the form of 

anatomical location of the wound, type of wound, the 

presence or risk of infection and the duration of the 

wound [18].
 

 

Since superficial wounds produce little 

exudate a hydrocolloid or semipermeable film dressing 

are generally used whereas a low adherent dressings are 

particularly useful for the management of abrasions [1]. 

Dressings with the aid of paraffin gauze either plain or 

with medication and hydrocolloid dressings enhance the 

healing rates in partial thickness wounds such as burns, 

donor sites, superficial traumatic injuries and in few 

surgical wounds. They also reduce the pain and enhance 

the quality of life [19].
 

 

Literature also shows that bovine amniotic 

membrane can be used as a dressing for facial 

abrasions. They shorten the epithelization period and 

reduce the pain and enhance the quality of life [20]. 

Studies have been conducted in which human amniotic 

membrane was used with patients with necrotizing 

cervical fasciitis [21].
 
Ease of availability and available 

economically are the advantages of amniotic membrane 

in addition aiding in a better and faster healing of the 

wound with minimal scar formation. Studies have also 

shown that human amniotic membrane can be 

effectively used in deep dermal abrasive defects. 
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In order to prevent drying and desiccation of 

exposed wound surfaces, it is advocated that abrasions 

should be covered with a thin layer of antibiotic 

ointment and dressed with cotton gauze or covered with 

an antibiotic coated cellulose acetate gauze [1]. 

thorough literature review reveals that there isn’t any 

single dressing that is suitable for the management of 

all kinds of wounds. However, a few are appropriate for 

the management of a single wound during all stages of 

the healing cycle. Successful wound management 

depends on a flexible, knowledgeable approach to 

selection of a suitable dressing [18].
 

 

CONCLUSION 
Reconstructive surgeons commonly encounter 

posttraumatic craniofacial soft tissue injuries in their 

routine medical practice. Key elements such as time of 

presentation in relation to injury, degree of injury, and 

anatomy involved play critical roles in determining the 

optimal method of management and whether 

management can be performed in the emergency room 

or the operating room. The relative lack of clinical 

literature regarding soft tissue trauma management has 

led to clinicians relying more on their personal 

experience.  
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