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Abstract
Background: The orofacial region of the human body is usually not protected during a fight, making it prone to several injuries including human bite. Patients with human bite injury are often either intoxicated or are known to their assailant, and this makes the process of obtaining a reliable
history especially about the aetiology difficult. In 2002, a study estimated the rate of infection
secondary to human bite to be about 10%. Aim/Objective: The aim of the current study was to
have a general overview of orofacial human bites seen at our unit including the aetiology, presentations, anatomic location, treatment and the treatment outcome. Results: Total number of cases
was 127 over the six year period. Age range for females was 15 - 61 years with an average of 29.9.
Age range for males was from 17 to 60 years and an average of 30.2 years. There were 31 males
and 96 females, giving a male to female ratio of approximately 1:3. All of the reported cases resulted from a fight. Most of the offenders are known to the patients. Majority of the cases, except
those infected at the time of presentation, were treated on the same day of presentation under local anaesthesia. Relationship of victim to the offender: Spouse/sexual partners were 21, rivals
formed 70, known persons to the victim were 26 and strangers were 10. Sex distribution of offenders and victims: Females who bit females were 86 followed by females who bit males (24),
males who bit females (10) and males who bit males (7). Conclusion: Most of the offenders are
known to the patients. Majority of the cases, except those infected at the time of presentation,
were treated on the same day of presentation under local anaesthesia after they had received antibiotics and anti-tetanus prophylaxis. Early repair is now the recommended mode of treatment
for human bites of the orofacial region, accompanied with good oral hygiene instructions and
broad spectrum antibiotics and metronidazole.
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1. Introduction

Orofacial region is made up of the face, eyes, nose, lips and the ears. This region of the human body is usually
not protected during a fight making it prone to several injuries including human bite. Studies have shown that
human bites are more common among males [1] with the peak incidence between 18 and 78 years according to
Merchant et al. [2]. In a study of 388 patients with human bite by Merchant et al. [2], 76.2% of patients presented to emergency within 12 hrs of injury [2]. This finding is however contrary to a similar study conducted in
Ghana where victims of human bite usually presented during the first two days of the injury [1]. Patients with
human bite injury are often either intoxicated [2] or are known to their assailant [1] making the process of obtaining a reliable history especially about the aetiology difficult. In 2002, a study estimated the rate of infection
secondary to human bite to be about 10% Perron et al. [3]. This value however is expected to be high in
sub-Saharan Africa because of the delay in presentation.
Human saliva is known to contain as many as 50 species of bacteria with almost 1006 microbes per ml [3]. In
2003, a multicenter study of infected human bite showed aerobic species were isolated in 44% of the cases,
anaerobic species were isolated in 2% of cases and both aerobic and anaerobic were isolated in 54% of the cases
Talan et al. [4]. Isolated cases of viral hepatitis, herpes virus, Actinomyces and Treponema pallidum have been
reported in the literature [5] [6]. However, HIV transmission is very low due to salivary inhibitors which render
the virus non-infective in the majority of cases, Richman et al. [7]. Moreover, transmission of HIV is a risk
when there is blood in the mouth of the assailant, and when there’s a breach in the skin of the victim Smoot et al.
[8]. There have also been reports of necrotizing fasciitis occurring after human bite Sikora et al. [9] and Weinert
et al. [10]. Suspicious bite wound should be photographed next to a ruler, a thorough skin examination should be
carried out and appropriate consultation should be made Ball et al. [11]. As demonstrated by Staiano et al. [12]
in 2007, retained fragments of teeth in the wound has been proven to be dangerous; hence every attempt must be
made to rule out the presence of foreign bodies in the bite wounds Staiano et al. [12]. Tetanus immunoglobulin
and toxoid is recommended in patients with a history of two or fewer tetanus immunizations Morgan et al. [13].
In 2000, Chen et al. [14] proposed that since human bites are highly contaminated wounds, early primary
closure of bite wounds is associated with high rate of infection. However, Donkor et al. studied 30 patients who
presented with human bite of the face and noted that a thorough debridement followed by primary closure, direct
suturing, a local flap or skin grafting on the day of presentation resulted in 90% complete wound healing [1].
The aim of the current study was to have a general overview of orofacial human bite seen at our unit to know
about the aetiology, presentations, anatomic location, treatment and the treatment outcome.

2. Methodology/Statistics
This was a retrospective study. Medical records of all consecutive patients seen during the six year period (2009
to 2014) were reviewed. At the time of the data collection, ethical approval was sort from the head of department of the oral and maxillofacial surgery unit. All patients had a history of human bite. Information gathered
from their medical records included age, sex, occupation, who bit the patient, location of bite and the relationship with the suspected offender. Treatment and treatment outcome after two months were also evaluated. The
information was decoded to avoid and identify variables. Cleaned data from excel was exported into SPSS II for
descriptive analysis.

3. Results
Total number of cases was 127 over the six year period. Age range for females was 15 - 61 years with an average of 29.9. Age range for males were from 17 to 60 years, with an average of 30.2 years. Male were 31 and 96
females, given a male to female ratio of approximately 1:3. All of the reported cases resulted from a fight. Females who bit females were “86 (67.8%)”, followed by Females who bit males “41 (18.9%)”, Males who bit
females were “10 (7.9%)” and males who bit males form “7(5.5%)”. Traders “67 (52.8%)” form the majority,
followed by unemployed persons “34 (26.8%)” and Artisans “26 (20.5%)”. 84.7% of cases presented on the day
of injury. In terms of anatomic location of the injury, the lower lip is commonly affected followed by the upper
lip. “12 (10.0%)” presented five days after the injury (mostly infected and offensive). 1A total of “110 (87.0%)”
had primary closure after thorough wound debridement, IV antibiotics stat dose followed by broad spectrum oral
antibiotics for one week and also regular warm saline mouth rinse and tooth brushing. Appropriate analgesics
and soft diet for one week was also recommended. 6.9% had local pedicle flaps to help achieve adequate closure
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and cosmetic results. 12) developed hypertophic scar and keloid which were successfully managed with intra lesional injection of kenalog (Triamcinolone). All patients had satisfactory function and aesthetically pleasing appearances after treatment.

4. Discussion
Human bite in the orofacial region is a common occurrence especially in most developing countries. In this
present study it was seen that more females were affected. The male to female ratio was 1:3. This finding was
different from an earlier study by Donkor [1] and Olaitan et al. [15] where there were more male victims than
females. In terms of the age distribution, it ranged from adolescence to old age with an average age of 29.9 years
for females and 30.2 years for males. This current study is slightly different from Enugu where the male to female was 1:2. This average age is critical in terms of facial cosmetics and acceptance in the society. Because of
this, any disfiguring injury of the face is of a major concern to the victim. This disfiguring facial appearance
(Figure 1) can affect marital relationship and productivity at work places. In terms of anatomic location of the
injury, the lower lip (Figures 1-3) was commonly affected followed by the upper lip (Figure 4) as also shown in
Table 1. This finding is different from Olaitan [15], which reported the upper lip to be the commonest site for
the injury. The tongue was the least structure affected. All of the patients were involved in a scuffle, and this
finding is similar to a study done in Enugu State [15], Nigeria.
Spouse/sexual partners were 16.5%, Rivals form 55.1%. This study demonstrated that most of the offenders
and the victims were rivals. This finding is similar to a study done at Obukwe [16] series in Nigeria which attributed polygamous relationship to the cause of assault. Known persons to the patients accounted for 70.5% and
strangers were 29.5% in this study. This finding is similar to a related study in Nigeria. In that study, 54 patients

Figure 1. Picture showing disfiguring human bite of the lower lip.

(a)

(b)

Figure 2. Picture showing human bite of the upper lip before and after surgery.
(a) Before surgery; (b) after surgery (immediately) under local anaesthesia.

(a)

(b)

Figure 3. Picture showing human bite of the lower lip before and after surgery.
(a) Before surgery; (b) after surgery (immediately) under local anaesthesia.
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(a)

(b)

Figure 4. Picture showing left nasobalia flap to repair human bite of Ala of the
nose. (a) Before surgery; (b) after surgery (1 week) under local anaesthesia.
Table 1. Distribution of anatomic location.
Anatomic location

Number of cases

Lower lip

95

Upper lip

16

Nose

7

Ear

8

Tongue

1

were seen and out of the number, 92.4% of the assailants were known to the patients including husbands, wives
and sister-in-laws. This finding is also comparable with Datubo-Brown [17] and Obukwe [16] series. Even
though it was reported that sexual partners were involved in this disfiguring bites, there were no reported cases
of passionate lovebite, clinical vampirism or cannibalism.
Empirical evidence in Ghana shows that our customary marriages are potentially polygamous. This creates
rivalry among the women involved who easily engage in fight with the least provocation. In our view, the reason
why they prefer to bite on the face is to disfigure the victim and create psychological stress.
Females who bit females were in the majority (67.7%) followed by females who bit males (18.9%). The finding in this study demonstrates that more females bit other females. Our study showed that more of the offenders
were females, which is also different to the study done in Enugu State [15], Nigeria which gave a male to female
ratio in terms of assailants to be 0.6:1. In another study from Nigeria, women formed the larger number of the
patients and the offenders [16].
There was no case where a patient planned to seek legal redress after the bite injury in our study this could be
due to the fact that most of the assailants are known members of the community of even family members, so
elders may be consulted to bring amicable solutions to maintain family cohesion. Even though there was no intention of any of our patients to seek legal redress, we suggest that taking pre-operative pictures is mandatory for
these patients, as has been previously documented. Traders were in the majority, followed by unemployed persons and artisans. In this present study, even though the study did not evaluate the educational background of the
victim and the patients, the above occupations of the patient was an indication that, they may belong to the low
socioeconomic class. This finding is different from Datubo-Brown [17] study which reported that most of his
patients were semi-illiterate adult females in their third decades and cut across all the socio economic classes
similar to Olaitan [15] study. A bout 84.7% of cases presented during the first two days of the injury. Only
10.0% presented to the clinicfive days or more after the injury (mostly infected and offensive). This is different
from the Enugu study where the average time of presentation being 52 days. The reason why in our present
study patients presented early could be due to the fact that, they know our facility is noted for early repair of
human bites. This we believe could be due to the awareness created in the media to encourage the public to report early to the hospital for all health related conditions including human bites.
Donkor and Bankas [1], studied 30 patients who presented with human bites of the face and noted that a thorough debridement of the injury, followed by primary closure; direct suturing, local flap, or skin graft on the day
of presentation resulted in 90% complete wound healing. Majority of our patients had primary closure after thorough wound debridement, IV antibiotics stat dose followed by broad spectrum oral antibiotics for one week.
Regular warm saline mouth rinse and tooth brushing was always recommended. Appropriate analgesic and soft
diet for one week was also advised. Some (6.9%) of our patients had local pedicle flaps to help achieve adequate
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closure and cosmetic results. In this present study, all injuries were thoroughly debrided before surgical repair.
The surgical repairs involved V-shaped wedged excision (70.0%) (Figure 2 and Figure 4), a nasolabial flap
(15.0%) (Figure 3), midline forehead flap (10.0%) and Abbe’s flap (5.0%). If the injury is more than 48 hrs and
is heavily infected, it is normally debrided and dressed with normal saline. Patient is also given a stat dose of
appropriate antibiotics and metronidazole intravenously, and then continued with oral medication for seven days.
Anti-tetanus prophylaxis is also given in all cases. In the case of the infected wound, surgical intervention is
done only after the clinician is sure that the wound is clinically cleaned.
In terms of treatment outcome, 9.2% developed hypertophic scar and keloid which were successfully managed with intra lesional injection of kenalog (Triamcinolone). All patients had satisfactory function and aesthetically pleasing appearances after. In the Enugu State study [15], they also had a problem with hypertrophic
scar, which was managed using triamcinolone cream.

5. Conclusion
Human bite of the orofacial region is still common in our region, and most of the patients assailants were females in their third decade. Interestingly, sexual partners are able to inflict disfiguring human bite on the faces
of their partners. Most of the offenders are known to the patients. Majority of the cases, except those infected at
the time of presentation, were treated on the same day of presentation under local anaesthesia after they had received antibiotics and anti-tetanus prophylaxis. After repair, patients had a good functional and cosmetic outcome.

6. Recommendations
Human bite, even though has a lot of micro-organism contaminations, should be managed differently from animal bites. Early repair is now the recommended mode of treatment for human bites of the orofacial region, accompanied with good oral hygiene instructions and broad spectrum antibiotics and metronidazole.

7. Limitation of This Study
The major limitation was that most patients did not come back for review after the repair. Henceit was difficult
to evaluate the outcome after six months after which we expected the scare to have matured. The other limitation
was that most of the patients were not ready to give additional information concerning the actual cause of the
assault especially in cases were the assailant was a sexual partner or rival.
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