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Fractures of the mandible: a 20-year retrospective
analysis of 753 patients

Mandibula kiriklari: 753 hastanin 20 yillik geriye doniik degerlendirmesi

Teoman ESKIiTASCIOGLU, irfan OZYAZGAN, Atilla CORUH, Galip Kemali GUNAY,
Yal¢in YONTAR, Mehmet ALTIPARMAK

BACKGROUND

The craniofacial region is one of the most frequently injured
parts of the body, and mandibular fracture is one of the com-
monest facial skeletal injuries. The most frequent causes of
mandibular fractures are the traumas related to traffic acci-
dents, falls, interpersonal violence, and sports activities, etc.

METHODS

Seven hundred fifty-three cases (615 male, 138 female;
megan age 36.2 years) (age >16) with mandibular fracture
were evaluated retrospectively. Patient records were exam-
ined in terms of age, sex, etiology, seasonal variation, frac-
ture localization, accompanying traumas, treatment modal-
ity, and postoperative complications.

RESULTS

Traffic accidents were the most common etiologic cause in
all age groups and both sexes. All cases had a total of 1090
fractures, and the most common fracture localization was the
parasymphysis (28.6%), followed by the condyle, corpus,
angulus, symphysis, dentoalveolar process, ramus, and coro-
noid process, respectively. In 25 (3.3%) patients with fissure-
like, non-displaced fracture, only symptomatic treatment
was applied. Closed reduction with elastic bandage, arch bar,
quick-fix screws or Ivy Loop was the only method performed
in 280 (37.2%) patients. Osteosynthesis by open reduction
and internal fixation (miniplates, screws or transosseous wir-
ing) was performed in 403 (53.5%) patients; closed reduction
techniques were also performed in 134 of these patients.

CONCLUSION

In the recent years, double-road constructions, increased
traffic audits and regulation of the traffic rules decreased
the incidence of mandibular fractures.
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AMAC

Kranyofasiyal bolge viicudun en sik yaralanan boliimlerin-
den biridir ve yiiz bolgesindeki kemik yapisindan dolay:
mandibula kiriklar1 yiiz yaralanmalarinda sik goriiliir. Man-
dibula kiriklari en sik travmaya bagli goriiliir ve bu kiriklar
ile trafik kazalar1, diigsme, kisiler aras1 siddet, spor aktivite-
leri iligkilidir.

GEREC VE YONTEM

Geriye doniik olarak 753 hastada (615 erkek, 138 kadin; or-
talama yas 36,2 y1l) (>16 yas) mandibula kiriklari degerlen-
dirildi. Hastalar yas, cinsiyet, etyoloji, mevsimsel degisim,
kirik yeri, eslik eden travmalar, tedavi yontemi ve ameliyat
sonras1 komplikasyonlar a¢isindan incelendi.

BULGULAR

Trafik kazalari tiim yas gruplarinda ve her iki cinste de en
sik etyolojik neden idi. Tiim olgularda toplam 1090 kirik
vardi en sik kirik lokalizasyonu parasimfizer bolge idi
(%28,6), bunu sirastyla kondil, korpus, angulus, simfizis,
dentoalveolar, ramus ve koronoid kiriklart izlemekteydi.
Kirik hatlar1 nondeplese olan 25 (%3.3) hastaya sempto-
matik tedavi uygulandi. Elastik bandaj, arch bar, Ivy Loop,
quick fix vida ile 280 hastada kapali rediiksiyon uygulan-
di. Agik rediiksiyon ve internal tespit (miniplak, vida veya
transosse0z kablo) ile osteosentez 403 (%53,5) hasta iize-
rinde uygulandi. Bu hastalarin 134’iinde kapali rediiksiyon
gerceklestirildi.

SONUC

Son yillarda, ¢ift yol insaatlari, artan trafik denetimleri ve

trafik kurallarina diizenlenmesiyle mandibula kiriklarmin
insidans1 azalmistir.
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Fractures of the mandible

The craniofacial region is one of the most frequent-
ly injured parts of the body, and mandibular fracture is
one of the commonest facial skeletal injuriest'*! due to
certain structural properties of the bone. Mandibular
fractures are divided into two main groups according
to etiology as pathologic or traumatic fractures. Tu-
mors, osteoporosis and diseases that affect the bony
structure directly/indirectly appear as the causes of
pathologic fractures. However, the most frequent
causes of mandibular fractures are traumas related
to traffic accidents, falls, interpersonal violence, and
sport activities, etc.’>) Traffic accidents are the most
common cause of mandibular fractures in developing
countries,’>>% as well as in Turkey,” whereas interper-
sonal violence is the major causative factor in devel-
oped countries.['0-14

The Department of Plastic and Reconstructive Sur-
gery of Erciyes University Medical Faculty is situated
in Central Anatolia, and since 1987, has been the only
department responsible for the oral and maxillofacial
trauma care of a population of nearly 10 million, in
Kayseri and the surrounding area. In this series, it was
aimed to retrospectively analyze mandibular fractures
of patients (>17 years) who referred to our department
and to compare this data with the literature.

MATERIALS AND METHODS

In our previous report!™™ of pediatric mandibular
fractures, the age of the patients ranged from 0 to 16
years. For this reason, the present report was conduct-
ed on patients who were over the age of 16 years. The
treatment of the patients was performed between Janu-
ary 1992 and December 2011. The data of the patients
regarding age, sex, etiology, seasonal variation, frac-
ture localization, accompanying traumas, treatment
modality, and postoperative complications were col-
lected in a database program (FileMaker Pro, version
10.0, File-Maker Inc, Santa Clara, CA). Clustered data
were analyzed statistically using the Statistical Pack-
age for the Social Sciences (SPSS) for Windows (ver-
sion 20.0.0, SPSS, Inc., Chicago, IL).

RESULTS
Age and sex

There were 615 (81.7%) male and 138 (18.3%)
female patients, with a male to female ratio of 4.4:1.
The age of the patients ranged from 17 to 90 years,
and the mean age (+ SD) was 36.2 (+ 16.3) years. In
both sexes, the highest incidence of mandibular frac-
tures (n=367, 48.7%) was observed in the age group of
17-30 years, and the most frequently affected patients
were males in this age group (n=301, 40.0%) (Fig. 1).

Etiology
All of the fractures treated in our department were
traumatic fractures of the mandible. Traffic accidents
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Fig. 1. Distribution of patients according to age and sex.
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Fig. 2. Monthly distribution of patients.
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Fig. 3. Yearly distribution of patients.

were the primary causative factor of mandibular frac-
tures in all age groups and both sexes. While the overall
ratio of traffic accidents was 54.3%, 38.2% occurred as
a result of in-vehicle accidents, 8.8% were due to pe-
destrian accidents and 7.3% to motorcycle-related ac-
cidents. The other causes of mandibular fractures were
assault, falls, industrial injuries, gunshot injuries, and
others (include sporting and animal-related injuries).
All of the causative factors accounted for the highest
number in the age group of 17-30 years. Motorcycle-
related injuries, industrial injuries, and etiologies in-
cluding violence, such as assault and gunshot injuries,
were most commonly observed among male patients.
Among females, only one patient had trauma due to
motorcycle-related injury and none had trauma due to
gunshot injury (Tables 1, 2). In motorcycle-related in-
juries, 98% of the patients were male and 59.2% were
aged 17-30 years. These rates were 90.6% and 58.6%
in industrial injuries and 100% and 68.7% in gunshot
injuries, respectively.

Monthly and yearly distribution

Figure 2 shows the monthly distribution of man-
dibular fracture admissions to our department between
January 1992 and December 2011. The highest pro-
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Table 1. Etiology of mandibular fractures according to sex and male/female ratio
Mechanism of injury Male Female Total Male/Female
n % n % n %
Traffic accident
In-vehicle 222 36.1 66 47.8 288 382 1/1.32
Pedestrian 50 8.1 16 11.6 66 8.8 1/1.43
Motorcycle 54 8.8 1 0.7 55 7.3 1/0.08
Assault 129 21.0 14 10.1 143 19.0 1/0.5
Falls 107 17.4 35 25.4 142 18.8 1/1.46
Industrial injury 29 4.7 3 22 32 43 1/0.47
Gunshot injury 16 2.6 0 0.0 16 2.1 1/0
Others 8 1.3 3 2.2 11 1.5 1/1.7
Total 615 100.0 138 100.0 753 100
Table 2. Etiology of mandibular fractures according to age category (years)
Mechanism of 17-30 31-40 41-50 51-60 >60 Total
Hury n % n % n % n % n % n %
Traffic accident
In-vehicle 137 373 62 437 43 448 26 321 20 299 288 382
Pedestrian 29 7.9 13 92 7 7.3 10 123 7 10.4 66 8.8
Motorcycle 33 9.0 8 5.6 8 8.3 3 3.7 3 4.5 55 73
Assault 69 188 30 21.1 14 146 11 13.6 19 284 143 19.0
Falls 64 174 19 134 18 18.8 27 333 14 209 142 189
Industrial injury 18 4.9 8 5.6 2 2.1 2 2.5 2 3.0 32 42
Gunshot injury 11 3.0 1 0.7 3 3.1 1 1.2 0 0.0 16 2.1
Others 6 1.6 1 0.7 1 1.0 1 1.2 2 3.0 11 15
Total 367 100.0 142 100.0 96 100.0 81 100.0 67 100.0 753 100.0
Table 3. Anatomic sites of fractures according to age category (years)
Localization 17-30 31-40 41-50 51-60 >60 Total
n % n % n % n % n % n %
Parasymphysis 160  29.1 63 319 27 19.7 34 312 28 283 312 28.6
Condyle 116 21.1 33 16.7 30 219 25 229 11 1.1 215 197
Corpus 97 177 44 223 28 204 20 183 26 263 215 197
Angulus 100 182 30 152 21 153 13 119 18 182 182 16.7
Symphysis 40 7.3 12 6 13 95 8 7.3 7 7.1 80 7.3
DAP 24 4.4 12 6 9 6.6 6 5.5 4 4 55 51
Ramus 9 1.6 3 1.5 8 5.8 3 2.8 4 4 27 25
Coronoid process 3 0.5 0 0 1 0.7 0 0 0 0 4 0.4
Total 549 100.0 197 100.0 137 100.0 109 100.0 98 100.0 1090 100.0

DAP: Dentoalveolar process.

portion was seen in summer (33.7%), followed by au-
tumn (29.2%), spring (21.5%) and winter (15.6%). The
highest incidence of mandibular fractures was seen
during July, August and September (12.7%, 11.8% and
11.3%, respectively). The fewest hospital admissions
due to mandibular fracture were seen in December
and February (5.6% and 3.9%, respectively). Figure
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3 shows the yearly distribution of admissions to our
department. The highest number of admitted patients
was in 2001 (7.4%) and the lowest in 2011 (1.3%).

Fracture Localizations and Patterns

Because some patients had more than one mandib-
ular fracture line, 753 patients showed 1090 fractures,
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Fractures of the mandible

Table 4. Anatomic sites of fractures according to sex and male/female ratio

Localization Male Female Total Male/Female
n % n % n %
Parasymphysis 254 28.3 58 29.9 312 28.6 1/1.05
Condyle 185 20.7 30 15.5 215 19.7 1/0.75
Corpus 166 18.5 49 25.2 215 19.7 1/1.36
Angulus 157 17.5 25 12.9 182 16.7 1/0.74
Symphysis 64 7.1 16 8.2 80 7.3 1/0
Dentoalveolar process 45 5.1 10 5.2 55 5.1 1/1.02
Ramus 21 2.4 6 3.1 27 2.5 1/1.29
Coronoid process 4 0.4 0 0 4 0.4 1/0
Total 896 100.0 194 100.0 1090 100.0
Table 5. Distribution of fracture pattern according to age category (years)
Pattern 17-30 31-40 41-50 51-60 >60 Total
n % n % n % n % n % n %
Unilateral single 208  56.7 88  62.0 61 635 53 654 38 56.7 448 595
fracture
Unilateral multiple 45 12.2 22 155 14 146 13 16.1 6 9.0 100 13.3
fracture
Bilateral multiple 114 31.1 32 225 21 219 15 185 23 343 205 272
fracture
Total 367 100.0 142 100.0 96 100.0 81 100.0 67 100.0 753 100.0
Table 6. Distribution of fracture pattern according to sex and male/female ratio
Pattern Male Female Total Male/Female
n % n % n %
Unilateral single fracture 362 58.9 86 62.3 448 59.5 1/1.06
Unilateral multiple fracture 84 13.7 16 11.6 100 13.3 1/0.85
Bilateral multiple fracture 169 27.4 36 26.1 205 27.2 1/0.95
Total 615 100.0 138 100.0 753 100.0

averaging 1.45 fractures per mandible. In both sexes
and all age groups, the most affected site of the man-
dible was the parasymphysis (Tables 3, 4), followed
respectively by the condyle and corpus below the age
of 50 years and the corpus and condyle above the age
of 50 years, respectively (Figs. 4, 5).

There was only a single fracture line in 448 (59.5%),
unilateral multiple fracture lines in 100 (13.3%) and bi-
lateral multiple fracture lines in 205 (27.2%) patients.
Regarding the distribution of fracture patterns beyond
age groups and sexes, unilateral single fracture pat-
tern had the highest incidence (Tables 5, 6). The most
common fracture localization was the parasymphysis
(134/448) followed by the corpus (103/448) in single
fractured patients (Table 7). Condyle + symphysis
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(16/100) in unilateral multiple fractures and parasym-
physis + condyle (43/205) in bilateral multiple frac-
tures were the most common combinations (Tables
8, 9). Twenty-nine patients displayed 3 fracture lines
(2.8%) and 7 patients displayed 4 fracture lines (0.9%).
The mandibular fractures caused by traffic accidents
were most commonly localized at the parasymphysis
and corpus, whereas fractures caused by falls were at
the parasymphysis and condyle and those caused by
assault were at the parasymphysis and angulus (Fig.
6). Thirty-four patients (4.5%) had a mandibular frac-
ture line that opened to the oral mucosa.

Accompanying Traumas
Although 80.2% (n=604) of the patients had iso-
lated mandibular fracture, 19.8% (n=149) had accom-
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Fig. 4. Distribution of fracture localizations below the age of
50. (Color figure can be viewed in the online issue, which is
available at www.tjtes.org).
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Fig. 5. Distribution of fracture localizations above the age of
50. (Color figure can be viewed in the online issue, which is
available at www.tjtes.org).

panying fractures in the other facial bones. As several
patients had more than one injury, 149 patients showed
155 facial fractures. The most common associated fa-
cial fracture was the zygomatic fracture followed by
Le Fort fractures (Table 10).

Two hundred and seventy-one (36%) patients
showed 389 accompanying injuries of other systems.
Cranial injuries were the most common, followed by
orthopedic, thoracal and intraabdominal injuries, re-
spectively (Table 11). Twenty-eight patients (3.7%)
who had accompanying cranial and other system inju-
ries exhibited a mortal course.

Treatment Method and Period

We could not apply follow-up and treatment in 45
(6%) patients due to mortal course (n=28) or refusal of
treatment (n=17). In 25 (3.3%) patients with fissure-
like, non-displaced fracture, no reduction technique
was applied. These patients underwent a symptomatic
treatment consisting of analgesics, oral rinse and soft
diet. Closed reduction with elastic bandage, arch bar,
quick-fix screws, or Ivy Loop was the only method
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performed in 280 (37.2%) patients. Osteosynthesis
by open reduction and internal fixation (miniplates,
screws or transosseous wiring) was performed on 403
(53.5%) patients; closed reduction techniques were
also carried out in 134 of these patients. The distribu-
tion of the treatment methods shows that open reduc-
tion and internal fixation with or without closed reduc-
tion was the most common technique used for all the
patients (Table 12). 54.3% of the patients who under-
went a reduction technique (CR, OR or OR+CR) were

Table 7. Anatomic localizations of single fractures in

448 patients

Localization n
Parasymphysis 134
Corpus 103
Condyle 78
Angulus 68
Symphysis 40
Dentoalveolar process 13
Ramus 11
Coronoid process 1
Total 448

Table 8. Anatomic localizations of unilateral multiple
fractures in 100 patients

Localization n
Condyle+symphysis 16
Parasymphysis+dentoalveolar process 13
Corpus+angulus 8

Parasymphysis+condyle
Symphysis+dentoalveolar process
Parasymphysis+angulus
Parasymphysis+symphysis

Condyle+corpus

Corpus+dentoalveolar process
Condyle+angulus

Condyle+dentoalveolar process
Corpus+symphysis+dentoalveolar process
Angulus+symphysis

Parasymphysis+corpus
Parasymphysis+symphysis+dentoalveolar process
Symphysis+ramus

Angulus+corpus

Angulus+ramus
Condyle+corpus+dentoalveolar process
Condyle+symphysis+dentoalveolar process
Corpus+symphysis
Parasymphysis+angulus+dentoalveolar process
Parasymphysis+corpus+ram+dentoalveolar process
Symphysis+angulus

Total

O = = = = = = NN NN W R BN OGO N

—_
S
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Fractures of the mandible

Table 9. Anatomic localizations of bilateral multiple
fractures in 235 patients

Localization n
Parasymphysis+condyle 43
Parasymphysis+angulus 36
Corpust+angulus 22
Condyle+corpus 15
Bilateral corpus 13
Bilateral parasymphysis 13
Parasymphysis+corpus 10
Bilateral angulus 6
Condyle+angulus

Parasymphysis+ramus

Symphysis+bilateral condyle

Corpust+ramus

Bilateral condyle

Condyle+bilateral parasymphysis
Parasymphysis+angulus+ramus
Parasymphysis+bilateral angulus
Angulus+bilateral parasymphysis
Angulus+corpus

Angulus+ramus

Symphysis+bilateral condyle
Symphysis+coronoid process+bilateral condyle
DAP

Condyle+angulustramus

Condyle+bilateral corpus
Condyle+corpus+angulus
Condyle+corpus+ramus

Condyle+symphysis

Corpus-bilateral angulus
Parasymphysistbilateral condyle
Parasymphysis+DAP+bilateral condyle
Parasymphysis+condyle+angulus
Parasymphysis+condyle+coronoid process+DAP
Parasymphysis+condyle+corpus
Parasymphysis+condyle+corpus+tDAP
Parasymphysis+coronoid process
Parasymphysis+coronoid processtbilateral condyle
Parasymphysis+symphysis—+bilateral condyle
Symphysis+bilateral parasymphysis

Total 205

G G G G G G G GG G G G G G G WS N0 T N6 T NG T NG R T NG NG}

DAP: Dentoalveolar process.

treated within the first day, 25.2% between the 2nd-
4th days, 10% between the 5th-7th days, and 10.5% in
more than 7 days (Fig. 7).

Complications

Sixty-one (8.1%) patients showed postoperative
complications. Complications, in decreasing order of
frequency, included occlusion disorder, plate exposi-
tion and infection, sensory complications (hypoes-
thesia, paresthesia), opening at the mucosal sutures,
and temporomandibular joint dysfunction. There was
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no complication among the patients who were treated
conservatively. Regarding reduction techniques, the
lowest complication rates were observed among pa-
tients who underwent closed reduction alone (9/280)
and the highest in patients subjected to both open and
closed reduction (30/134) (Table 13).

DISCUSSION

Despite being the heaviest and strongest bone of the
face, fracture of the mandible is one of the commonest
facial skeletal injuries for the following reasons: 1) It
is an open arch; 2) It is located in the lower portion of
the face; 3) It is the mechanism of hyperextension and
hyperflexion of the head in traffic accidents; and 4) It
atrophies as a result of aging.!' The primary causative
factor of mandibular fractures in developing countries
is traffic accidents,***) whereas interpersonal vio-
lence is the major cause of this trauma in developed
countries.!'*!* In the literature, there are some reports
from developed countries*!'”! indicating traffic acci-
dents as the most frequent cause of mandibular injury.
Poor roads and inadequate enforcement of road safety
regulations and speed limits are some of the factors
that have accounted for the higher incidence of traf-
fic accidents in developing countries.l”! James et al.l'
explained that epidemiologic factors in mandibular
fractures had changed with the advent of lower speed
limits, seatbelt and helmet laws, and increased urban
violence. In the present report conducted in a develop-
ing country, Turkey, traffic accidents were the primary
causative factor of mandibular fractures in both sexes
and in all age groups. The results of the present report

Table 10. Distribution of additional maxillofacial

trauma
Localization n
Zygoma 63
Maxillary dentoalveolar process 10
Nasal bone 7
Nasoorbitoethmoid 3
Le Fort I-1II 57
Frontal sinus 3
Panfacial 12
Total 155

Table 11. Distribution of additional traumas of other

systems
Localization n
Cranial 154
Orthopedic 137
Thoracal 64
Intraabdominal 34
Total 289
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Table 12. Management of mandibular fractures
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Conservative CR (n=280) OR (n=403) Not treated (n=45)  Total
Archbar Quick-fix  Ivy Elastic  With CR  Without Exitus Rejection
Loop bandage CR
n 25 267 3 4 134 269 28 17 753
% 33 35.5 0.4 0.5 17.8 35.7 3.7 2.3 100

CR: Closed reduction; OR: Open reduction.

Table 13. Distribution of postoperative complications according treatment method

Treatment

Complication Closed reduction Open reduction Open reduction+Closed reduction Total
Malocclusion 7 3 7 17
Temporomandibular joint dysfunction - 2 1 3
Exposition of plate 3 10 13
Infection 2 4 7 13
Opening mucosal sutures - 3 2 5
Sensory complications 7 3 10
Total 9 22 30 61

are in agreement with the previous reports regarding
age and sex. There was a predominance of male pa-
tients over females, with a ratio of 4.4:1, and it was
similar to the reported overall ratios that have ranged
between 2.9:1 and 5:1.5%1213171 The most affected
patients were males aged 17-30 years (n=301, 40%),
which is in agreement with the literature.5*131 Motor-
cycle-related injuries, industrial injuries and etiologies
including violence, such as assault and gunshot inju-
ries, were most commonly observed in male patients
aged 17-30 years. The explanation may be that males
in this age group are most likely to be involved in
violence, and they also drive vehicles carelessly and
participate in dangerous exercises and sports.®! More-
over, according to the distribution of cases by months,
mandibular fractures exhibited a considerable increase
during the summer (July, August, September). Because
Turkish families prefer the summer months for their

holidays, thereby causing traffic congestion, the inci-
dence of traffic accidents soars during that period.!'”
Similar to the previous reports®?! (range, 45.3-64.3%),
there was only a single fracture line in 448 patients
(59.5%), while 305 patients (40.5%) had more than
one fracture line. Many authors reported the condyle
as the most frequently affected site,>*%!%!71 whereas
others reported this to be the parasymphysis?®>7-'2 and
angulus.®"! The most affected sites of the mandible
in the present report below the age of 50 years werre
the parasymphysis, condyle and corpus, whereas these
were the parasymphysis, corpus and condyle, respec-
tively, above the age of 50 years. Similar to a previous
report,l”) the most common combination of fracture
site was the parasymphysis and condyle. In this report,
it was observed that fractures of the anterior region
of the mandible (parasymphysis and symphysis) were
likely to be combined with fractures of the posterior

504 M Parasimfizer M Condyle ®Corpus O Angulus

Assault

Traffic acc. Fall

%

1st 2nd 3rd 4th Sth 6th 7th >7
Days

Fig. 6. Distribution of fracture localizations according to
etiology.
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Fig. 7. Distribution of patients according to treatment
period.

Temmuz - July 2013



Fractures of the mandible

region, the condyle and angulus. A correlation between
the mechanism of injury and fracture localization was
shown in the present report. Particularly in agreement
with the report of Atilgan et al.,? the most affected
regions of the mandible were the parasymphysis and
corpus due to traffic accidents, the parasymphysis and
condyle due to falls, and the parasymphysis and an-
gulus due to assault (Fig. 6). Individuals involved in
motor vehicle collisions present to emergency depart-
ments with a variety of associated injuries.*"! Although
80.2% (n=604) of the patients had isolated mandibu-
lar fracture, 19.8% (n=149) had accompanying frac-
tures of other facial bones, especially zygomatic and
Le Fort I-III. In the literature,”'?! the incidence of
accompanying facial fractures ranged from 5-30%.
Furthermore, 271 patients (36%) had accompanying
traumas of other systems. The leading accompanying
additional trauma was cranial injury.

In the present report, open reduction and internal
fixation with miniplates, screws or transosseous wir-
ing (n=403, 53.5%) was the most frequently applied
method for the treatment of the mandibular fractures.
54.3% of the patients who underwent a certain reduc-
tion technique were treated within the first day. The
time between the injury and surgery depends on fac-
tors such as good clinical condition to tolerate a surgi-
cal procedure and the admission time of the patient.
Hermund et al.?” showed that there is presently no
strong evidence for either acute or delayed treatment
of mandibular fractures in order to minimize postoper-
ative complications. A postoperative complication rate
of 8.1% was observed in the present report. The high-
est complication rates were observed among patients
who underwent both open and closed reduction. The
most common complication was malocclusion fol-
lowed by plate exposition and infection, respectively.
The incidence of postoperative infection was 1.7%,
and this was definitively lower than the data reported
previously.?36%13]

In conclusion, in this clinical series, the most fre-
quently affected patients were males aged 17-30 years,
and the most affected site of the mandible was the
parasymphysis. The most common causative factor
of mandibular fracture was motor vehicle accidents.
However, in recent years, increased double-road
construction, traffic audits and regulation of the traf-
fic rules have decreased the incidence of mandibular
fractures.

Conflict-of-interest issues regarding the authorship
or article: None declared.
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