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SUMMARY: Infraorbital foramen (IOF) located bilaterally within the maxillary bone about 1 cm inferior to the infraorbital
margin is a vital landmark when delivering local anesthesia and during surgical interventions in the midface region. A2®tal of
infraorbital foramina in 61 cone beam computed tomographic (CBCT) images of 32 females and 29 males in the age ran@e of 17 to 3
were analyzed to determine the shape, direction, presence of accessory foramina, size and the precise position ofd®titheelati
inferior orbital margin (IOM), maxillary midline (MM), lateral nasal wall (LNW), alveolus (ALV) and maxillary teeth in a gfdsip
Lankan people. The IOF was oval in shape (80.3 % and 88.5 % on the right and left side, respectively) in a majority alsindikelu
infraorbital foramina were located at a mean distance oft53%85 and 4.9% 2.08 mm, below the IOM on the right and left side, 27.13
+ 2.6 and 26.92 2.73 on the right and left side from the mid maxillary line, 13645 mm and 12.18 3.35 from the LNW on the
right and left side and 29.593.59 and 29.6% 3.28 above the alveolar crest on the right and left side. There were no statistically
significant differences between the left and right sides or between sexes. Majority of IOF (37.5 % and 55.9 % on théefigdidend
respectively) were located in the vertical plane passing though the maxillary second premolar tooth.
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INTRODUCTION

The infraorbital foramen (IOF) is located bilaterallyregion. The infraorbital nerve block is often used to
within the maxillary bone about 1 cm inferior to theaccomplish regional anesthesia of the face. Nerve blocks are
infraorbital margin (Standring, 2008). The infraorbital nervéiseful when repair of a large area is needed in an area
and vessels traverse through this foramen. It is relativelynervated by one nerve. Further, this procedure offers several
larger than the supraorbital foramen and varies in form aadvantages over local tissue infiltration. Blockage of a nerve
position (Berge & Bergman, 2001). The infraorbital nerveas also useful when local infiltration may not be possible,
the continuation of the maxillary, the second division of thimeffective or could result in tissue damage or distortion.
trigeminal nerve, is exclusively a sensory nerve. It traverses
the inferior orbital fissure into the inferior orbital canal and An infraorbital nerve block is very useful for
emerges on the face at the IOF. It divides into sevenailocedures which involve the skin between the lower eyelid,
branches that innervate the skin and the mucous membraipger lip and for dental procedures on the ipsilateral
of the midface, such as the lower eyelid, cheek, lateral aspeuxillary teeth (Kotharet al, 2019). The direction and
of the nose, upper lip and the labial gum which are importaposition of IOF also determine the acupuncture point used
in oral and maxillofacial surgical practice (Standring).  in the treatment of trigeminal neuralgia (Wilkinson, 1999).

Infraorbital nerve injuries might occur in the anterior and

The I0OFis a vital landmark when delivering local superior walls during the surgical treatment such as

anesthesia in carrying out surgical interventions in the midfackinoplasty, Caldwell-Luc surgical procedures, tumor
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surgery, orbital basis reduction (blow-out), zygomatic regioof Oral Medicine and Radiology, Faculty of Dental Sciences
fractures and Le Fort type-lI osteotomy (Mozsary &Jniversity of Peradeniya for routine CBCT imaging. The
Middleton, 1983). Therefore, knowing the exact anatomicadle-identified digital imaging and communications of medi-
location is important in order to guarantee safe and successfule (DICOM) files were used for the assessment. Images
delivery of regional anesthesia and to evade the risk démonstrating a clear image of the maxilla, devoid of gross
iatrogenic injuries. Multiple studies carried out using drynalocclusions, craniofacial anomalies and bony pathology
skulls have demonstrated that the dimensions and relativere selected for the analysis. In addition, images belonging
positions of the IOF vary between different populations artd patients less than 17 years, images with incomplete clinical
sex(Apinhasmitet al, 2006; Boopathet al, 2010; Elsheikh records, maxillofacial trauma, craniofacial anomalies such
et al, 2013; Potuet al, 2019). Cone-beam computedas cleft lip and palate and those who had undergone
tomography (CBCT) has also been considered in previoagthodontic correction of malocclusion were excluded.
research to ascertain the same (Dagistat, 2017; Bahsi Ethical clearance for this study was obtained from the Ethics
et al, 2019; Sokhret al,, 2019). Review Committee of the Faculty of Dental Sciences,
University of Peradeniya, prior to commencement of the
Little information is available on the dimensions angtudy. (ERC/FDS/UOP/1/2017/06) Written informed consent
relative position of the IOF in the Sri Lankan populationhad been obtained from the patients to use the images for
which have been based on studies carried out by using dtydy purposes prior to carrying out the CBCT scans. The
human skulls (llayperumet al, 2010; Nanayakkaret al, study was carried out conforming the STROBE Guidelines
2016). However, to the best of our knowledge, no publisheshd ethical standards of the 1964 Helsinki Declaration.
data was retrieved regarding the dimensions of IOF using
CBCT analysis in the Sri Lankan population. Hence the The methods described in our previous study
present study was undertaken to ascertain the shafigyasingheet al, 2020) were adopted for CBCT image
dimensions and the position of IOF in relation to clinicallyacquisition and interpretation. These images were
relevant landmarks, the maxillary midline (MM), infraorbitalretrospectively analyzed in coronal, sagittal and axial
margin (IOM) lateral nasal wall (LNW), alveolus (ALV) andsections. In the coronal sections, the shape of IOF and its
maxillary teeth and to determine any variation in the positiatirection in relation to the midline were assessed. The shape
of IOF between the left and right sides andsiaén a sample  of the foramen was categorized as either oval or circular in
of Sri Lankan adults using CBCT imaging. outline and foramina with oval shape was sub classified as
oblique, vertical, and horizontal, considering its direction in
relation to midline. Maximum horizontal (medio-lateral)
MATERIAL AND METHOD diameter of the IOF (Fig. 1a) and the horizontal distance
between right and left IOFs were also assessed (Fig. 1b).
Sagittal sections were assessed for the maximum vertical
A total of 61 CBCT images of patients (32 femalesliameter of the IOF and the soft tissue thickness overlying
and 29 males) in the age range of 17 to 32 years were sele¢@ Further, the presence and number of accessory foramina
randomly from the records of patients referred to the Divisiomere assessed in axial sections.

Fig. 1. The coronal section demonstrating (a) Maximum horizontal (Medio-lateral) diameter of the IOF (b) the measuremaeceof dis
from right and left infra orbital foramen (IOF) to the mid maxillary line (MML) and the horizontal distance between theditgft a
infra orbital foramina.
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The position of IOF in relation to important parameter, the relative position of IOF in relation to
anatomical landmarks were evaluated as: maxillary teeth was recorded, according to the guide
shown in Figure 3 (either as in line with the same verti-
I. The horizontal distance between the mid maxillary line cal axis passing through the long axis of the tooth or in
(MML) and the center of the IOF on each side (Fig. 1b). relation to the cusp tips).
II. Horizontal distance from the lateral nasal wall (LNW)
to the center of IOF bilaterally (Fig. 2a). Descriptive statistics including the means, standard
. Vertical distance from the inferior orbital margin (IOM) deviations, minimum and maximum values were computed
to the mid-point of the IOF, for each variable, the differences between the left and right
IV. Vertical distance to the crest of the alveolar bone (ALV§ides and males and females were analyzed using the
from the mid-point of the IOF (Fig. 2b). Statistical Package for Social Sciences (SPS3N&@Gion.
V. The tooth that is associated when a vertical line is dropp8tlidentst-test was used for the analysis d&hd 0.05 was
from the mid-point of the IOF. When assessing thisonsidered as statistically significant.

: Bv N \
Fig. 2. (a) The coronal section demonstrating horizontal distance from the lateral nasal wall (LNW) to the center ofddfitaifra

foramen (IOF) bilaterally; (b) the sagittal section demonstrating the vertical distance to the crest of the alveolar bdren{Ahs/nid
— point of the IOF.

RESULTS

The sample comprised of 122 infraorbital foramina
of 32 females and 29 males in the age range of 17 to 32
years. In females on both right and left sides, the
predominant shape of the IOF was oval (87.5 %) followed
by the circular shape (12.5 %). In males, the pattern was
similar with 82.8 % having an oval shaped IOF on the right
side and 89.7 % on the left side. The difference of having an
oval or a circular shaped IOF between females and males
was not statistically significant. The difference between the

) o . _ L sides was also not statistically significant (Table 1).
Fig. 3. The midpoint of the infraorbital foramen is in line; along

the long axis of the canine (A), between the long axis of the canine A maiority of females and males had an obliquel
and ' pre molar (B), along the long axis of the first premolar toot jonty quely

(C), between the long axis of the and the 2 pre molar (D) irected infraorbital foramen on both left and right sides and
along the long axis of the second premolar tooth (E), between i@ difference between sexes was not statistically significant
long axis of the @ premolar and the molar tooth (F), along théP=0.001). Difference between the sides was also not
long axis of the first molar tooth (G) statistically significant (Table II).

A C E G
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Table I. Shape of IOF in females and males.

Shape Females (N= 32) Males (N=29.) Total sample (N=61) P value Sex P value Side
Left % Right % Left % Right % Left % Right % difference difference

Circle 12.5% (4) 12.5% (4) 10.3 % (3) 17.2 % (5) 11.5 % (7) 29.7% ) 0.678 0.385

Oval 87.5 % (28) 87.5 % (28) 89.7% (26) 82.8% (24) 88.5% (54) 80.3 % (52) 0.563 0.462

Table Il. Direction of IOF in females and males.

Direction Females (N=28) Males (N= 26) Total sample (N=54) P value Sex P value
Left % Right % Left % Right % Left % Right % difference Side
difference
Horizontal 10.7 % (3) 0.7% (2) 0 % (0) 3.8% (1) 9.3 %(5) 1.9 %(1) - 0.232
Oblique 46.4%(13)  53.6%(15) 69.2%(18) 69.2%((18) 57.4%(31) 61.1%(33) 0.212 0.456
Vertical 42.8%(12) 393 %(11)  30.8 %(08) 19.2%(G5)  37.04 %(20)  29.6 %(16)  0.086 0.322

All CBCT images demonstrated the presence of a sibetween left and right sides also were not statistically
gle IOF on both right and left sides. In females 3.1 % showestgnificant (Table V).
an accessory foramen on the left side while none were present
on the right side. In males 6.9 % showed accessory foramina  Majority of IOF on the left side were positioned in
on the left side while 3.1 % had accessory foramina on thelation to a vertical line passing through the second premolar
right side. The differences in relation to sex and side weteoth (31.7 %) followed by a position in relation to a verti-
found to be statistically not significant (p>0.05) (Table Ill). cal line passing between the first and second premolars. (30

%). The pattern was similar on the right side with 35 % of

The horizontal and vertical diameters of the IOF antOF were located in relation to the vertical line passing
the linear distances from the IOF to the inferior orbital marginhrough the second premolar, and 23.3 % located in relation
alveolus, maxillary midline and to the lateral wall of nose dfo the vertical line passing through the first and second
both right and left sides are shown in Table IV. According tpremolars. Statistical significance was not considered as the
the analysis, the differences between sexes for each variatlamber for each category was smaller than needed for
were not statistically significant. Further, the differencesomparison (Table V).

Table IIl. Presence of accessory foramina on right and left sides of females and males.

Presence of Females (N= 32) Males (N= 29) Total sample (N=61) P vadue Sex Pvalue Side
accessory difference difference
foramen

Left % Right % Left % Right % Left % Right %
No 96.9 % (31) 100 % (32) 93.1 % (27) 96.6% (28) 95.1 % (58) 98.4 % (60) 0.466 0.532
Yes 3.1 %(1) 0%(0) 6.9 %(02) 3.4 %(1) 4.9 % (3) 1.6 % (1) - -

Table IV. Measurements of the left and right infraorbital foramina in males and females and total sample (in mm).

Measurement Female Male Taal sample P vdue Pvalue
Minimum Maximum Mean+ SD Minimum Maximum Mean + SD Sex difference Side difference

L eft infraor bital foramen

Maximum vertica diameter 1.60 550 3.58+0.85 1.70 6.00 3.50+0.95 3.54+0.99 0.205 0.758
Maximum horizontal diameter 1.90 5.40 3.17+0.75 221 51 3.28+0.76 3.22+0.83 0.247 0.786
Distance from IOF to MM 224 315 26.77+2.4 221 33 27.24+2.7 26.99+2.73 0.537 0.673
Distance from |OF to IOM 1.05 95 4.63:2.1 1.1 85 5.2+1.61 4.91+2.08 0.616 0.512
Distance from |OF to LNW 1.21 15.7 11.92+2.89 1.59 16.2 12.44+2.74 12.18+3.35 0.520 0.894
Distance from IOF to ALV 24.1 34 29.46+2.48 21.2 34.8 29.85+3.48 29.65+3.28 0.528 0.839
Soft tissue thickness 154 15.9 10.98+3.18 7 16.7 10.98+1.73 10.94+2.89 0.238 0.896

Right infr aorbital foramen

Maximum vertica diameter 1.27 4.70 3.54+0.83 1.60 5.00 3.49+0.81 3.52+0.90 0.277 -
Maximum horizontal diameter 188 4.6 2.98+0.73 188 51 3.24+0.79 3.11+0.83 0.271 -
Distance from IOF to MM 22.4 30.7 26.54+2.1 224 34 27.73+2.43 27.13+2.6 0477 -
Distance from IOF to IOM 1.37 25.3 5.45t4.1 2.31 10.4 5.67+1.88 5.56+3.95 0.495 -
Distance from IOF to LNW 1.23 15.9 11.52+2.85 1.65 20 12.42+2.74 11.96+3.45 0.184 -
Distance from IOFto ALV 24.4 34.8 29.58+2.94 20 34.4 29.60+3.66 29.59+3.59 0.528
Soft tissue thickness 1.65 16.7 11.23+3.16 57 16.4 11.04+2.26 11.14+3.08 0371
Distance from |OF to IOF 41.9 57.6 49.98+4.03 43.4 57.6 49.80+3.07 49.89+3.89 0.603
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Table V. Position of IOF in relation to maxillary teeth in females and males.

Position of IOF in Females (N= 32) Males (N=28) Total sample (N=60)
relation to maxillary teeth

Left % Right % Left % Right % Left % Right %
A 0% (0) 0 % (0) 3.6% (1) 3.6% (1) 1.7% (1) 1.7 % (1)
B 12.5 %(4) 12.5 %(4) 14.3 %(4) 10.8 %(3) 13.3 %(8) 11.7 %(7)
C 18.75 %( 6) 21.9 %(7) 10.8 %(3) 14.3 %(4) 15 %(9) 18.3%(11)
D 28.1%©9)  18.75 %(6) 32.1 %(9) 28.6 %(8) 30 %(18) 23.3 %(14)
E 28.1%©)  31.2 %(10) 35.8 %(10) 39.3 %(11) 31.7 %(19) 35 %(21)
F 9.4 %(3) 9.4 %(3) 0 %(0) 0 %(0) 5 %((3) 5 %(3)
G 3.1 %(1) 3.1 %(1) 3.6 %(1) 7.1 %(2) 3.3 %(2) 5%(3)
DISCUSSION
The infraorbital nerve, which emerges through the Studies carried out to identify the precise location

IOF to appear on the face, is responsible for the sensafthe IOF have made use of various reference points. Bony
innervation to the skin of the malar area between the lowandmarks such as the IOM, nasion and anterior nasal spine
eyelid and the upper lip (Standring). The infraorbital nerverhich can be easily palpated are useful to locate the IOF
being responsible for the sensory innervation of an apparenttile landmarks such as the lateral margin of the piriform
larger area, serves as an ideal candidate for a regional neagerture which is neither seen nor clinically palpable may
block. An injury to the infraorbital nerve might lead tobe of limited help to be used for the same. In the present
numbness of the upper lip, lateral wall of the nose, lower Igtudy, clinically relevant landmarks and the positional
and the infraorbital region of the affected side. Identifyingelationship with the maxillary teeth have been used to
the precise location of the IOF is therefore essential bofletermine the location of IOF.
during surgery involving the midface region and when
administering the infraorbital nerve block. Numerous studies have been carried out with the aim
of identifying satisfactory reference points for locating the
It is widely agreed that the shape of the IOF show®F. The IOM is the widely used reference point to predict
variability (Apinhasmitet al; Boopathiet al; Elsheikhet the precise location of the IOF (Apinhasetifal; Boopathi
al.; Nanayakkarat al; Dagistanet al; Potuet al). The et al; Elsheikhet al; Nanayakkarat al; Dagistanet al;
shape of the IOF was predominantly oval in our sample (88P»tuet al). A wide variation has been documented regarding
% on the left side and 80.3 % on the right side) followed kipie location of the IOF in relation to the IOM (Table VI).
the circular type (11.5 % on the left side and 29.7 %). Thiehe distance of IOF-IOM has been shown to vary
is in agreement with the findings of previous studies wheepproximately between 4 mm and over 10 mm in different
the most fregent shape reported was oval (Apinhasatit population groups (Aziet al, 2000). The mean distances
al.; Boopathiet al; Elsheikhet al; Nanayakkaraet al; of the IOF-IOM in the present study, 558.95 and 4.9%
Dagistaret al; Potuet al). However, in a study by Soklet  2.08 mm on the right and left sides, respectively, are
al. in the Lebanese population, the circular shape was themewhat lower to those reported in certain other populations
predominant type in females and with regard to sides, the gfGanaret al, 1999; Apinhasmitt al; Bahsiet al). Although
cular shape was more common on the right side. The semilutize distance from the IOF to the IOM in our study was greater
and triangular shaped IOFs reported in some previous studies the right side in both males and females, none of the
(Apinhasmitet al; Aggarwalet al, 2015; Nanayakkat al;  differences between the sides were statistically significant.
Potuet al) were not encountered in this study. Further, the results demonstrate that the distance between
IOF-IOM is greater in the males than in females. However,
The mean vertical and horizontal diameter of theéhe difference between the sexes was not statistically
IOF on the right side were 3.%2.90 and 3.140.83, while  significant. This is in agreement with the findings of most
those on the left side were 328095 and 3.280.76. The previous studies but it contradicts with the findings of
average size found in our study was comparable with th@pinhasmitet al where the difference between the I0F-
observed by Apinhamét al, (2006) in a Thai population IOM of males and females was found to be statistically
and Varshney & Sharma (2013) in an Indian populatiosijgnificant. An IOF situated closer to the IOM as in our study
but smaller than that reported by Azt al, (2000) in a indicates the close proximity of the infraorbital canal to the
study on White, Black and Hispanic skulls. floor of the orbit. In such a situation, a penetrating globe
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injury is a possible complication during an extra oral infraorbital block due to accir £
dental advancement of the needle through the infraorbital canal (8aakd2011). N S = ©
This knowledge is vital to clinicians and indicates that extra care should be takerg| o N2 RR
when administering regional nerve block in the infraorbital region to avoid £ - - H H ‘;‘l
complications. S o 38% =
A PRRLEC

With regard to the distance from the IOF to LNW and IOF to mid maxillary | © T T ?_; % £
line, our results showed that the mean distance of the IOF-LNW in the total sampl% ® % i é s
was 11.9& 3.45 mm on the right side and 124.8.35 mm on the left side, whilethe || « NN NN
mean distance of IOF-MM was 27.332.6 and 26.9& 2.73 on the right and left % i A
side, respectively. Although both the measurements of IOF-LNW and IOF-MM wereZ o PRI
greater in males when compared with those of females and greater on the left s é]e “ oaan
than on the right side, no significant sex or side difference could be observed. ¢

o 4

On the other hand, Dagistahal. conducting a study in a Turkish populatlori/’g - i E T E
using CBCT images reported that although the differences between males and fegmlés ‘:: j\lf- ﬁ o
with regard IOF-LNW measurement were statistically not significant, the dn‘feren@es‘;‘ N H o
between the right and left sides were shown to be statistically significant. Contra@t (e S S &S
these findings of Dagistaet al, in a study using CBCT images in the Lebanesg | L g = 2
population Sokhret al reported that the values observed for the distance from @1(.9 g2 § Er
IOF to LNW varied significantly between the sexes while the side differences V\&reg I3IQL
not significant. ; 3 t:: Tl o ‘3

0 S B8LS

Our results showed that the mean distances from the IOF to mid maxilgnys o <o
line of males (27.242.7 and 27.7% 2.43 on the left and right side respectively)
appeared to be greater relative to those of females (2&247and 26.54& 2.1left §
and right side, respectively). The similar finding that this distance in males \Was = o

: . ) . c kS § TTO

greater has been previously reported (Apinhastat; Sokhretal). Comparisonof ¢ |2/ df «c =53 353
the mean distances of the IOF from the mid maxillary line in studies across d|ﬁe&értc: 2 g SRR
population groups showed that this measurement varied approximately betweefiZ% g dHg u::' g HaH
28 mm. The mean distance recorded in our study was consistent with these vaEIEﬁ SR g Rowold
o _ _ =10 820228222

Likewise, the mean distance from the IOF to the alveolar crest in the pregeng E=8w= gesz
study was 29.5% 3.59 and 29.6% 3.28 on the right and left side respectively,; ERRB <SS REB
Analyzing dry skulls in an Indian population Agganegél reported the mean distanceS g T AN ETT RS
of IOF-ALV as 28.41 62.82 mm. This distance is useful during an intraoral approa%k BEB385223 358
to an infraorbital nerve block. i Q63 S &=~ 16~ 10

O nnonon n

The position of IOF in relation to various anatomical landmarks are variagleé E E E E 5 E e
within the population and among different population groups. Knowing the mostg|s < < >§ >Q 290
accurate position is therefore mandatory to ensure successful regional anest%es?aﬁ 0oaod00000
and to avoid iatrogenic nerve injuries during surgery of the midface region. >

< he]

The IOF may have an accessory foramen by its side, which may be sing@ or % - T _
multiple. The occurrence of multiple/ accessory infraorbital foramina (AIOF)ﬁs ..‘g = ‘7’ ‘g 3 'E é 3
extensively reported in the literature (Apinhasetital, 2006; Boopathet al; 3 So8uUssg = =
llayperumaet al; Elsheikhet al; Nanayakkarat al; Dagistaret al; Potuet al; § 5 g § g g = § - r; =
Sokhnet al). As early as in 1875 Gruber reported that the number of accessory&lfid & = B o2 &9
may vary from 1 to 5 (Leet al, 1995). In a recent study Hwaeg al (2015) § §T,f o] E = 9' § 8 = & -
analyzing the results published in the literature reported that the occurrence of BOE B = R §
varied between 0.8 % and 27.3 %. Nanayakétsh and llayperumatal reported < | B ] E 'g\ % g s £ £
that the incidence of AIOF in Sri Lankan dry skulls to be 7.4 % and 3. 7%,g SErb 522853
respect|ve|y |_ Nz wo E 8 OmaAa
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The incidence of accessory foramina in the presenerve during surgery of the midface region. As per the
study was 4.9 % and 1.6 % on the left and right sidejeasurements obtained in our study, the IOF is most likely
respectively. Although the existence of AIOF was greatéo be located approximately in a position which is about 5
on the left side and greater in males, the differences betwaem inferior to the infraorbital margin, about 27 mm lateral
sides and sexes were found to be statistically not significatd. mid maxillary line in a line perpendicular to the mid
Knowledge regarding the presence of AIOF is an importamntaxillary line, about 12 mm lateral to the lateral nasal wall,
consideration for the surgeon as it has been report2d mm from the maxillary alveolar crest and in the same
previously the possibility of having an accessory branch wértical plane as the maxillary second premolar tooth. The
the infraorbital nerve passing though the AIOF. Previousxistence of accessory foramina in a minority of individuals
studies have reported that both the IOF and AIOF wesgipports the possibility of either a partial or failed infraorbital
observed to be transmitting their own individuaherve block or injury to the accessory neurovascular bundle
neurovascular bundles (Tubésal, 2010; Bahramét al,  resulting in sensory deficits.

2016). The presence of an AIOF and the accessory branch

of the infraorbital nerve raises a mark of caution to both the

surgeons and anesthetists as an injury to this branch duriigfLAKUMARA, I. P.; HETTIARACHCHI, P. V. K. S

surgical maneuvering in the maxillofacial region can reswdAYASINGHE, R. M.; FONSEKA, M. C. N.; JAYASINGHE,

in a sensory deficit and when administering the infraorbit&l- D- & NANAYAKKARA, C. D. Analisis morfométrico del fo-

nerve block it may result in insufficient anaesthesia in tHamen infraorbitario mediante tomografl_a computarizada de haz

region. Double and triple IOF, or accessory foramina we onico en una cohorte de adultos de Sri Lamka.J. Morphol.,

. (2)489-496, 2021.

not encountered in the present study, although an

occurrence as 2.2-18.2 and 0.5-1.28 %, respectively, has  ReSUMEN: EI foramen infraorbitario (FIO) ubicado

been reported in several previous studies @iex; Azizet  pilateralmente dentro de la maxila, aproximadamente 1 cm inferior

al., 2000; Apinhasmigt al; Boopathiet al; llayperumaet  al margen infraorbitario, es un punto de referencia vital cuando se

al.; Elsheikhet al; Nanayakkarat al; Dagistaret al; Potu administra anestesia local y durante intervenciones quirlrgicas en la

et al; Sokhnet al). region media de la cara. Se analizaron un total de 122 foramenes
infraorbitarios en 61 imagenes de tomografia computarizada de haz

The results of the present study show that in relati(ft’i"nico (CBCT) de 32 mujeres y 29 hombres en un rango etario de 17

. . . . .3 32 afos para determinar la forma, direccion, presencia de foramenes
to maxillary teeth, the IOF is frequently located in a verticd) SP ~ o . P y
cesorios, tamafio y posicién precisa de FIO en relacion con el mar-

. . a

plane passing through the maxillary _S‘ecor?d premolar_ too&En orbitario inferior (MOI), la linea mediana maxilar (MM), la pa-
(31.7 % and 35 % on the left and right side respectivelydq nasal lateral (PNL), el alvéolo (ALV) y los dientes maxilares en
followed by a position in a plane passing between the firgh grupo de personas de Sri Lanka. En la mayoria de los adultos se
and second maxillary premolar teeth (30 % and 23.3 % observé que el FIO tenia forma ovalada (80,3 %y 88,5 % en el lado
the left and right side respectively). This observation is igerecho e izquierdo, respectivamente) Los foramenes infraorbitarios
agreement with the findings of previous studies done usigg ubicaron a una distancia media de 5,3@5y 4,91 2,08 mm,

dry skulls (Nanayakkaret al; Aggarwalet al). However, Por debajo del MOl en los lados derecho e izquierdo; 2728 y

according to Aziet al (2000) the IOF was frequently Iocated26’9_91' 2,73 en el lado derecho e izquierdo desde la linea maxilar
in a vertical plane passing through the maxillary 1st premolmred'ana‘ 11,963,45 mmy 12,1& 3,35 de la PNL en el lado dere-
0 eizquierdoy 29,593,59 y 29,65 3,28 por encima de la cresta

tooth. In the present study, the IOF was observed at tg‘l@eolar en los lados derecho e izquierdo. No hubo diferencias

maxillary first molar tooth in a small percentage of th@gadisticamente significativas entre los lados izquierdo y derecho o
sample (3.3 % and 5 % on the left and right side respectivelghitre sexos. La mayoria de I0F (37,5 %y 55,9 % en el lado derecho
a situation that is likely to cause an unsuccessful infraorbitalizquierdo, respectivamente) se ubicaron en el plano vertical que
nerve block. pasa por el segundo premolar maxilar.

PALABRAS CLAVE: Foramen infraorbitario; Nervio
CONCLUSION infraorbitario; Morfometria.

The aforesaid description regarding the IOIBEFEREI\ICES
demonstrates wide variation in the form, position and the
occurrence of accessory foramina among differerl

t
|ati . v th " f tH ggarwal, A.; Kaur, H.; Gupta, T.; Tubbs, R. S.; Sahni, D.; Batra, Y. K. &
population groups. Locating accurately the position of the Sondekoppam, R. V. Anatomical study of the infraorbital foramen: A

IOF is important to ensure safe and successful regional pasis for successful infraorbital nerve blo€tin. Anat., 28(6)753-
anesthesia and to avoid iatrogenic injury to the infraorbital 60, 2015.
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