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We present a case of multiple degloving injuries in an elder-
ly man following a fall from a palm tree. Multiple midface
injuries are very rare, although individual types have been
reported. Our patient sustained injuries in the lower and mid-
dle thirds of the face, including multiple tongue lacerations
and a deep jagged laceration at the lower postenor part of
the neck with a piece of wood in place. The facial deglov-
ing injury in this case posed an immediate danger from dis-
ruption of the respiratory system and hemorrhage. Emergen-
cy care involved prevention of respiratory embarrassment
through a tracheostomy, maintenance of hemostasis and
wound contamination. All the bone fractures were immo-
bilized using interosseous wires and the avulsed nasal car-
tilage was immobilized with polyglactin 910 sutures against
the anterior nasal spine. This case was unique because it
was possible to manage the various challenges and signifi-
cant risk to life by emergency tracheostomy and adoption
of a multidisciplinary approach.
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INTRODUCTION
F acial injuries resulting from falls have been previ-

ously reported from northern' and eastern2 parts
of Nigeria. Palm wine-tapping is an important tra-

ditional economic activity in rural parts of Nigeria. The
palm wine serves social and religious functions among
many ethnic groups. The professional activity of wine-
tapping is widely seen as an exclusive preserve of few
men with the delicate skill.2

Soft-tissue injuries of the face are particularly com-
mon, but most of the time the supporting bony struc-
tures tend to be involved.3 Once the bony structure ofthe
face is involved, the management becomes challenging.

Soft-tissue injuries of the facial region that result from
a shearing or stripping force are termed degloving inju-
ries. Degloving injuries are described best in relation to
injuries ofthe hand, but other parts can be involved such
as the external nose and mandible.4 It may also follow
an unusual foreign body5 injury and may be associated
with mental protuberance.6 The intriguing thing about
degloving injury on the face is that it can involve vary-
ing levels of injuries, which makes it life threatening.

Degloving injury of the facial region is an uncom-
mon trauma, and to the best of the authors' knowledge,
there is paucity of such reports in the literature.

CASE REPORT
A 61-year-old farmer presented within two hours of

falling from a palm tree while tapping wine. He had ap-
parently climbed up to about 4 m high when the jig for
climbing snapped, following which he fell head first (on
his face) over a protruding branch. There was, however,
no loss of consciousness in spite of the fact that he bled
profusely from his multiple orofacial lacerations.

Detailed examination was impossible without signif-
icant risk to survival considering his clinical state, so
an emergency tracheostomy was done. Examination un-
der anesthesia following intubation revealed multiple
degloving injuries (Figure 1). These included the right
lower eyelid with exposure of the floor of the right or-
bit, complete avulsion of the anterior nose, fracture of
the nasal bone, gapping and partial avulsion of the right
cheek, bilateral fracture of the body of edentulous man-
dible. Other facial trauma included Le Fort I type mid-
face fracture, multiple tongue laceration and a deep jag-
ged laceration at the lower posterior part of the neck
with a piece of wood in place.

Hemostatic sutures were put in place and tetanus pro-
phylaxis and antibiotics were administered. Subsequent-
ly, a thorough debridement of all the wounds, as well as
reduction and immobilization of fractured bones were
done under general anesthesia. The mandibular fractures
and Le Fort I were immobilized using interosseous wires
(0.35 mm), while the avulsed nasal cartilage was immo-
bilized against the anterior nasal spine using polyglactin
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910 sutures. All lacerations were sutured in layers using
polyglactin 910 suture with sterile dressing. The patient
did not have a radiograph done because the relations were
frightened by his clinical state and thought he would not
survive the injury and as such were not prepared to waste
their money on investigations. The hospital's emergency
pack was used to stabilize the patient.

Postoperative Management
The patient was fed on a protein-rich liquid diet

through a nasogastric tube, and good oral hygiene was

maintained with a warm saline mouth bath. He had a
smooth recovery, but there was a breakdown of the right
infraorbital wound (Figure 2) that produced a triangu-
lar skin defect that was secondarily reconstructed with a
skin flap from the right postauricular region. He was dis-
charged in a satisfactory condition after 70 days without
features of facial nerve palsy.

DISCUSSION
Palm wine-tapping is an economic exercise that had

been in existence for ages.2 Traditionally, the jig used for

|Figure 1. Presentation at the emergency department. A, B and C show the multiple degloving inJuries. D |
shows the patient with hemostatic sutures and tracheostomy.
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climbing trees is obtained from palm fronds and tend to
be poorly resilient and sometimes develops weak points
with use. They are also prone to snapping during the
periods of low humidity due to reduction in their ten-
sile strength.2 Previous reports on falls from a palm tree
in Nigeria have found it to be the most common cause
of spinal cord injury,5 which was absent in our patient.
Barss et al.7 had previously reported that head and chest
trauma were the commonest causes of death in victims
of fall from trees, but it is likely that victims with facial
injuries might have died from their more severe head
and chest injuries and failed to present for medical at-
tention. The mechanism of degloving injury has been
attributed to a shearing force with attending shearing
action on the tissues. In our patient, considering the di-
rection of force on the jig, injury to the back should have
been the most probable but was absent. The possibilities
are that he fell head down, and the shearing force was di-
rected mid-face towards the jaw or he was caught in the
stump of another tree nearby. Anesthetic consideration
and challenges in this patient included the need for prop-
er airway management, as the extent of injury frequently
results in a compromised airway.

The term "degloving" also describes a technique for
the management of various facial traumas with possi-
bility of avoidance of a superficial scar in major facial
fracture correction. Even though mid-facial traumatic
degloving injuries tend to be life threatening, the suture
lines in this case were easily identified, and the fractures
(bilateral fracture ofthe edentulous body ofthe mandible
and Le-Fort I mid-face fracture) were easy to reduce un-

Figure 2. The patient some weeks after the
primary treatment with infraorbital defect.
Tracheostomy had been closed then.

der direct visualization. Each of these degloving injuries
had previously been reported singly but never as multi-
ple degloving injuries as seen in our patient. The small
bones of the face around the nasal bridge were properly
aligned, but there was a significant problem with support
for the area. Soft-tissue repositioning was done in layers
because improper repositioning of soft tissues predis-
poses the site to deformities with subsequent adverse ef-
fects on the aesthetics of the final result.8 The challenge
in treating patients with injuries sustained in craniofa-
cial trauma is to reinstate preinjury facial projection and
function.9 Also, traumatic lesions of the soft tissues of
the face may have an important social impact affecting
vital functions of the face as well as aesthetics. Despite
some tolerance in adapting to tissue loss, major tissues
of the face need to be reconstructed at all levels.'0 Fre-
quently, treatment is most successful if reconstructions
are performed atraumatically, using well-vascularized
tissues and respecting the aesthetic units of the face.

Wound contamination was an unquestionable risk
factor with which we had to contend. Despite various
precautionary measures, such as thorough debridement
and proper antibiotic coverage, there was wound dehis-
cence at the right infraorbital area, resulting in a trian-
gular skin defect that was subsequently managed with a
free skin graft from the right postauricular region. The
graft was successful and aesthetically acceptable. Inad-
equate bony support for the soft tissues could probably
have contributed to the wound dehiscence.

In view ofthe multiple degloving injuries and multiple
lacerations of the tongue, and compromised oral status,
adequate nutrition supplied by the institution's diet de-
partment was provided through nasogastric tube. This was
maintained until the oral status improved with adequate
deglutition. The long hospital stay was a reflection of the
following risk factors, namely severity ofthe injury, com-
promised oral function, age and wound contamination.

He was followed-up in the clinic for about three
months before he was lost to follow-up. This is a usu-
al pattern in our environment once patients are satisfied
with the outcome of their care." The financial implica-
tion of coming to the hospital may be responsible for
failure to honor the follow-up appointment and also con-
tributory towards our patient's being lost to follow-up.

The multiple degloving injuries make this case unique
and the challenges therein worth sharing. In view of the
various challenges posed by this presentation with sig-
nificant risk to life, a multidisciplinary team approach
was adopted. Urgent care for degloving injuries is im-
portant with emphasis on good airway maintenance and
adequate nutrition.
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University ofAlabama at Birmingham
Department of Emergency Medicine

The University ofAlabama School of Medicine is seeking a
full-time board eligible/certified Emergency Medicine physician
at the rank ofAssistant or Associate Professor to fill an important
academic-clinical position. This will be a non-tenure or tenure-
earning position.
The Department of Emergency Medicine (DEM) was established
in 1996 at the highly successful University ofAlabama School of
Medicine. We are committed to the academic growth of faculty,
excellence in patient care, and began a PGY-2-4 EM Residency
training program in July 2002.

The Department of Emergency Medicine has respcnsibilities
for educating medical students, rotating house officers and EMT/
Paramedic students. The DEM coordinates activities of the Center
for Emergency Care and Disaster Preparedness, a multidisciplinary
research and service organization focused on biodefense. The DEM
has been highly successful in developing extramural support for
research in this warmly collaborative institution.
The UAB Hospital is a 930-bed teaching hospital, Level I Trauma
Center with over 58,000 patients seen annually in the ED. A highly
competitive salary is offered. Compensation and tenure status are
based upon accomplishments and experience.
Please send your curriculum vitae to: Janyce Sanford, M.D., Associate
Professor & Interim Chair ofEmergency Medicine, University of
Alabama at Birmingham; Department ofEmergency Medicine; 619
South 19' Street; JTN 266; Birmingham, AL 35249-7013.
The University ofAlabama at Birmingham is an Affirmative
Action/Equal Opportunity Employer. Women and minorities are
encouraged to apply.

UNIVERSHIY OF MICHIGAN
Staff Physician/Chief of UHS Medical Clinics

The University Health Service (UHS) is committed to protecting
and promoting the health of students and other members of the
University of Michigan community including faculty, staff and
alumni. We invite you to become a member of our medical team
engaged in the exciting work of clinical care and administrative
supervision of clinicians. See Job ID 8661 at
http://umjobs.org.
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