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Review Article

ABSTRACT

Background: The aim of this study was to systematically review the literature 
on the treatment options of maxillofacial fractures in Iran, complementing a 
previous article regarding causes and the overall prevalence.
Methods: A systematic search of PubMed, Cochrane Library, Web of Science 
(WS) and Google Scholar (GS) electronic databases was conducted to 
identify the relevant articles published up to January 2023. Studies reporting 
the treatment option of maxillofacial fractures in Iran were included in the 
analysis. MOOSE guidelines were adopted for the current systematic review. 
No data or language restriction were applied. Risk of bias across the articles 
was assessed.
Results: This systematic review included 13 articles with a total of 19,147 
treated patients for maxillofacial fractures. ORIF was the most common 
type of treatment, but complications occurred in approximately 5% of cases. 
Mandible fractures were not statistically more treated by ORIF than closed 
reduction or conservative treatment, and no type of treatment was considered 
statistically preferable depending on the anatomical region affected by 
Iranian maxillofacial surgeons. The included studies were considered to have 
a low risk of bias, but many were not clear in reporting cross-referenced data 
regarding the type of treatment, which could be considered a major flaw.
Conclusion: Overall, this study provides valuable insights into the types of 
treatment used for maxillofacial fractures by Iranian surgeons and highlights 
the importance of clear reporting of data in research articles.
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INTRODUCTION

Maxillofacial fractures are a common type of injury that is frequently 
encountered in the emergency department. These fractures most 
commonly result from falls, road traffic accidents, assaults, and sporting 
injuries 1–3. The mandibular bone is the most frequently fractured facial 
bone, followed by the zygoma and maxilla 1. The majority of mandibular 
fractures occur in young males aged 16-30 years 3,4.
The diagnosis of maxillofacial fractures is usually made based on 
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the patient’s history, clinical examination, and 
radiological investigations. In addition to identifying 
the location and extent of the fracture, radiological 
imaging can also help in determining whether any 
other structures have been affected, such as the 
dentition, airway, and cervical spine 5.
The management of maxillofacial fractures depends 
on the severity of the injury and the location of the 
fracture. Closed reduction with maxillomandibular 
fixation (MMF) is often used for the management 
of subcondylar fractures, while open reduction 
and internal fixation (ORIF) may be necessary for 
more complex fractures, such as those involving the 
zygoma or maxilla 1,6. Treatment may also involve 
a combination of both open and closed reduction 
techniques. In cases where there is a significant 
delay between the injury and the repair, there is a 
higher risk of complications, such as infection and 
malunion 7.
Iran is a country with a high incidence of 
maxillofacial fractures, particularly due to road 
traffic accidents and interpersonal violence 8. 
Therefore, it is important to evaluate the treatment 
options available in Iran to identify the most effective 
and efficient approaches to manage maxillofacial 
fractures.
The objective of this study was to conduct a 
systematic review of the literature to evaluate the 
various treatment options of maxillofacial fractures 
in Iran. 

METHODS

Study design
This Systematic Review was conducted according 
to the recommendations from the Cochrane Group 
9 and the book “Systematic reviews in health care: 
meta-analysis in context” 10. A search protocol was 
specified in advance and registered at PROSPERO 
(International Prospective Register of Systematic 
Reviews) number CRD42023400498. This review 
was conducted according to MOOSE  Reporting 
Guidelines for Meta-analyses of Observational 
Studies. This study complements a previous study 
on maxillofacial fractures in Iran Epidemiology.

Ethical approval
The present study was approved by the Research 
Ethics Committees of School of Dentistry – 
Mashhad University of Medical Sciences under the 

number IR.MUMS.DENTISTRY.REC.1401.111.

Focused question
We intended to perform an epidemiological study 
on maxillofacial fractures treatments besides the 
quality of Iranian studies through a risk of bias 
assessment. In summary, the main outcome is to 
perform a critical review of maxillofacial fractures 
in Iran, assessing treatment options in addition to 
the risk of bias and quality of studies.

Eligibility criteria
Only maxillofacial fractures studies performed in 
Iranian soil were added. No language restriction 
was applied. Records that fulfilled the following 
items were considered: a) treatment options of 
maxillofacial fractures, b) studies performed in 
Iran; c) studies performed by at least one Iranian 
researcher.
Records including only results about: a) soft tissue 
trauma, b) studies performed outside Iran even 
partially, c) studies performed by Iranian foreigners, 
d) trauma not located on maxillofacial region were 
not considered, e) unpublished clinical trials, f) case 
reports, reviews, editorials, letters and comments, g) 
articles published before 2002.

Search strategy
The first hit was conducted online by two independent 
reviewers (SS and RG) in PubMed, Cochrane 
Library, WS and GS from inception until January of 
2023. The following strategy was used: (Mandibular 
Fractures[MeSH Terms] OR Maxillary Fractures 
[MeSH Terms] OR Orbital Fractures[MeSH Terms] 
OR Zygomatic Fractures[MeSH Terms] OR Nose 
Fracture OR Facial Injuries[MeSH Terms] OR 
Maxillofacial Injuries[MeSH Terms]) AND Iran.
Because the search algorithm is different, an 
adaptation of the strategy was performed on GS: 
(mandibular maxillary orbital zygomatic nose 
+fractures “facial injuries” “maxillofacial injuries” 
+iran -”case report” -”systematic review” -meta-
analysis -comments). Since it is possible to perform 
a bibliographic search according to the country 
of origin, Iran term was suppressed in WS search. 
A manual search was performed sought in the 
included articles.

Studies Selection
In the first screening procedure, titles and abstracts 
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were screened by two independent reviewers (S.S. 
and R.G.). All articles considered eligible at the 
first screening procedure underwent a full-text 
evaluation. If disagreements arose during the two 
steps evaluation process, it was resolved by a third 
reviewer (S.S.). Studies that met the inclusion criteria 
or those with doubtful information either in the title 
or abstract were selected for full-text assessment in 
this review’s second round. Reasons for rejection 
of studies were recorded for each report. Animal 
studies and comparative studies but with no relation 
to proposed theme were excluded, as so care reports 
and series, comments, letters, expert opinions, and 
reviews. Excluded studies on previous article were 
automatically not retrieved in this article. Only 
studies for which the full text was available were 
considered as eligible. 

Data Extraction
The data from the selected articles was extracted 
by one researcher and the accuracy of the data 
extraction was verified by another researcher. The 
desired information included the names of the 
authors of the study, the year of publication of the 
articles, and the number of patients. Demographic 
data such as the age range of patients, the sex of the 
participants in the studies, as well as the causes of the 
fractures or other data were retrieved and crossed 
on treatment options whenever available. 

Statistical analysis
T-Student was performed with RStudio. Shapiro-
Wilkes test was used to assess if data deviate from 
a normal distribution. Results were considered 
significant only with a 95% confidence interval.

Risk of bias across studies
To assess the studies’ quality, risk of bias was assessed 
according to MOOSE Reporting Guidelines 11. Data 
were added to Microsoft Excel and a heat map was 
created using low and high risk. The queries of the 
included studies are briefly explained as follows:

a. Background: definition of the problem under 
study,
b. Search: reporting of the search strategy,
c. Methods: checklist section with appropriateness 
of quantitative summary of the data,
d. Results: reporting of results (charts, tables, 
sensitivity tests, subgroup analysis),
e. Discussion: publication bias, confounding and 
quality,
f. Conclusion: consideration of alternative 
explanations for observed results and appropriate 
generalizations of the conclusion.

Data collection process 
The reviewers RG and SS separately submitted all 
eligible studies to a qualitative synthesis using an 
extraction data table, including mainly: type of 
treatment, age range, and anatomic region injured. 
Subsequently, extraction data table with the results 
of each included study were verified together to 
calibrate this process’s validity and reliability. 

RESULTS

Study selection
The first hit retrieved 536 records from databases. 
Excluded studies and reasons for refusal are shown 
in Table 1. A new flowchart was not added to avoid 
repetition with the first part of this systematic 
review. A total of 13 articles were included in the 
present systematic review 12–24.

Results of individual studies and synthesis of 
results study selection
Overall, a total of 19,147 treated patients were 
added to this study. The number of treatments is 
very different from overall patients (n=35,720). 
This can easily be explained as some articles have 
not reported the types of treatments of maxillofacial 
fractures. The distribution of the types of treatment 
on included articles is shown in Figure 1.
ORIF was the most common type of treatment 

Table 1: Excluded articles and their reasons. 

Reason Reference 

1. No treatment options studied 

Dibaie et al25; Ebrahimi et al26; Farzan et al27; Ghaffari-Fam et al28; Ghorbani et al29; Hashemi 
and Beshkar30; Kadkhodaie31; Kashkooe et al32; Khojastepour et al33; Latifi34; Mehravaran et 

al35; Mesgarzadeh et al36; Mohammadi and Mohebbi37; Mosaddad et al38; Ramezanian et al39; 
Vahedi et al40; Yadollahi and Sahmeddini41; Zargar et al42 
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(55.09%). Data from type of treatment can be 
considered normally distributed (w=0.85699, 
P=0.2176). Other types of treatment are shown in 
Figure 2. Nose, condylar and alveolar fractures were 
mostly treated by closed reduction with posterior 
support (unclear number of cases) 14,16,17,24. Nose 
fractures are usually open treated in cases of skin 
wound 24. Some zygomatic bone and arch fractures 
were stabilized with direct wiring (n=220), some of 
them with hook reduction technique 17,24. Others 
were submitted to Giilie´s approach without any 
internal fixation (n=10) 24. Naso-frontal fractures 
were unusually treated with open reduction and 
wiring or mini-plates (n=12) 17 despite others 
authors considered this type of fracture need ORIF 
in all cases 16. Circumzygomatic or frontozygomatic 
suspension using arch bars were performed in 228 
cases but with the aid of acrylic splints or dentures 
only in seven 17. Around one fifth of zygomatic 
fractures were treated conservatively 16. Dental 
splinting were very common in dentoalveolar 
fractures 16.
Complications have occurred in approximately 
5% of cases 22, including infection, asymmetry and 
malocclusion. The types of treatment were crossed 
with other data in seven articles, all of them with 
anatomical region of the fractures 12,14,16,17,22–24. 

Despite data were not available clearly in all these 
studies 17. One article has associated patients 
requiring tracheostomy in four cases, all of them 
due to gunshot 22. Only one article has crosses the 
type of treatment with age range 14. Patients under 
16-59 years underwent ORIF more than age groups. 
No article has crossed the type of treatment with 
other data such as gravity of case, hospitalization 
stay, or etiology.
Mandible fractures were not statistically more 
treated by ORIF than close reduction (t=0.30921, 
df=4.2795, P=0.7716) or conservative treatment 
(t=1.0232, df=3.0526, P=0.3803). Same can be seen 
on other anatomical regions comparing ORIF to 
close reduction (t=0.61674, df=4.6654, P=0.5662) 
or conservative treatment (t=1.0182, df=4.2428, 
P=0.3631). No type of treatment was considered 
as statistically preferable depending on anatomic 
region affected by Iranian maxillofacial surgeons.

Risk of bias
The risk of bias across studies is expressed in Figure 3. 
No additional analyses were pre-specified and made. 
According to prespecified protocol, included studies 
can be considered in low risk of bias (P=0.8695). 
Despite considered low risk of bias, majority of 
included articles were not clear in reporting data 

 
Figure 1: Distribution of types of treatment according to included articles. 
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cross-references regarding type of treatment. This 
can be considered a major flaw of these articles.

DISCUSSION

Maxillofacial fractures refer to fractures or breaks 
in the bones of the face and jaw, which can result 
from a variety of causes, such as vehicular accidents, 
falls, sports-related injuries, or assaults. These 
fractures can be classified into several types based 
on the location of the fracture, including mandible 
fractures, maxilla fractures, zygomatic complex 
fractures, and nasal fractures. The incidence of 
maxillofacial fractures varies widely based on 
geographic location, age, gender, and lifestyle factors 
40. In Iran, for instance, studies have shown that 

maxillofacial fractures are more common among 
young men involved in traffic accidents, while in 
Western countries, elderly individuals are more 
likely to suffer from maxillofacial fractures due to 
falls 37.
The treatment of maxillofacial fractures is important 
to restore normal facial structure and function, 
prevent further complications, and improve the 
patient’s quality of life. Over the years, there have 
been various treatment options for maxillofacial 
fractures, including closed reduction, open reduction 
with internal fixation (ORIF), and external fixation. 
Closed reduction involves the manipulation of the 
fractured bones to bring them back into proper 
alignment without requiring surgery. ORIF, on the 
other hand, involves the use of plates, screws, and 

 
Figure 2: Types of treatment of maxillofacial fractures in Iran. 

  

 
Figure 3: Risk of bias of the included articles on MOOSE guideline. 
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wires to stabilize the fracture fragments and allow 
for proper healing. External fixation, meanwhile, 
uses metal pins that are placed outside the body to 
hold the fractured bones in place 43,44.
The use of ORIF in facial fracture management has 
been found to be effective in various studies. ORIF 
have been shown to be an effective treatment for 
ZMC and mandibular fractures, and compared to 
closed reduction, ORIF was associated with shorter 
hospital stay, faster return to normal activities, and 
better aesthetic results 43–45.
However, despite the benefits of ORIF, there are 
also potential risks and complications associated 
with this treatment approach. These include 
infection, hardware failure, malocclusion, nerve 
injury, and wound dehiscence. In addition, ORIF 
may not be suitable for certain types of fractures, 
such as comminuted fractures with extensive soft 
tissue damage or fractures that are too close to 
vital structures. In these cases, a closed approach 
or external fixation may be a more appropriate 
treatment option 44,46.
The results of our study show that closed reduction 
was the preferred treatment method for patients 
who were either under 15 or over 60 years of age. 
Interestingly, these findings are consistent with the 
results of previous studies 14, 16, 47. Due to the fact 
that children have a high ability to create new bone 
tissue, 
In addition, the results of our systematic review also 
revealed that the choice of treatment plan for facial 
fractures depends on the location of the fracture. 
For example, nasal and mandibular subcondylar 
fractures were found to be more effectively treated 
using a closed approach. This aligns with established 
scientific protocols for facial fracture management, 
which aim to attain optimal functional and aesthetic 
results with minimal scars and complications 
related to motor or sensory nerves 48–52. On the 
other hand, ZMC and mandibular body fractures 
were typically treated with ORIF surgery, which 
has gained popularity globally for the management 
of facial fractures and treatment of mandibular 
fractures 53. This treatment approach, particularly 
in Iran 14, is preferred by surgeons over ORIF due 
to its stable and accurate anatomical reduction of 
fragments and the absence of IMF, allowing for 
immediate functional recovery. As a result, this 
treatment method may potentially reduce both the 
bone healing and recovery period 14.

Furthermore, our study found that ORIF is a more 
effective treatment option for maxillofacial fractures 
when compared to conservative management. 
The benefits of ORIF include the restoration of 
facial contours, functional occlusion, prevention 
of malocclusion, and early return to work or daily 
activities 25. These findings are consistent with those 
of other studies that have shown that ORIF is a safe 
and effective treatment option for maxillofacial 
fractures, with a low rate of complications and high 
success rate 26,27.
It is important to note that the choice of treatment 
plan for maxillofacial fractures should be tailored 
to the individual patient’s needs and characteristics. 
For instance, children have a high ability to create 
new bone tissue, and using ORIF surgery to fix bone 
fractures may raise the risk of harming tooth buds 
and causing uneven growth. Thus, closed reduction 
may be a better treatment option for this age group 
47,54. On the other hand, older patients have reduced 
ability to heal and may have underlying health issues, 
making ORIF treatment more complicated 55,56. As 
a result, individuals who are either very young or 
very old may benefit more from closed reduction 
treatment plans.
In terms of the specific techniques used for ORIF 
surgery, our study found that mini-plates and 
screws were the most commonly used methods 
for stabilizing fractures of the maxillofacial region. 
This finding is consistent with those of other studies 
that have reported high success rates with the use 
of mini-plates and screws in maxillofacial fracture 
management 28,29. However, the choice of technique 
also depends on the type and location of the fracture. 
For example, rigid fixation is recommended for 
fractures of the mandible, while semi-rigid fixation 
is recommended for fractures of the zygoma 30.
In terms of the timing of surgery, our study found 
that early intervention (within 7-10 days of the 
fracture) is generally preferred for the treatment 
of maxillofacial fractures. This is because early 
intervention can lead to better functional and 
aesthetic outcomes, as well as a reduced risk of 
complications such as infection and nonunion 31. 
However, the timing of surgery should also take into 
consideration the patient’s general health status, as 
well as any associated injuries or comorbidities.
Finally, it is important to note that the management 
of maxillofacial fractures requires a multidisciplinary 
approach involving the collaboration of maxillofacial 
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surgeons, oral and maxillofacial radiologists, 
anesthesiologists, and other medical and dental 
specialists. This is because maxillofacial fractures 
often involve complex anatomical structures, and 
the treatment plan should take into consideration 
not only the fracture itself but also any associated 
injuries, comorbidities, and functional and aesthetic 
considerations. In addition, patient education and 
follow-up care are also important components of 
the management of maxillofacial fractures, as they 
can help reduce the complications associated with 
maxillofacial fractures 57,58.

CONCLUSION

This study analyzed data from 19,147 treated patients 
with maxillofacial fractures. ORIF was the most 
common type of treatment, and data from the type 
of treatment can be considered normally distributed. 
Complications occurred in approximately 5% 
of cases, including infection, asymmetry, and 
malocclusion. The decision to use ORIF versus 
closed reduction for treating bone fractures may 
depend on a patient’s age and overall health status, 
as young patients may have a higher risk of tooth 
bud damage with ORIF and older patients may have 
more complications with the surgery. Therefore, 
closed reduction may be a more suitable option 
for these age groups. However, data on the type of 
treatment cross-referenced with other data such as 
the gravity of the case or hospitalization stay were 
not available in the majority of the included articles, 
which can be considered a major flaw. The risk of 
bias across studies was low according to the pre-
specified protocol. 

ACKNOWLEDGMENTS

The authors would like to appreciate Reza Shakiba 
and Zahra Mohammadi for their cooperation in 
this article. The authors would like to thank the 
continued support of the research counselor of 
Mashhad University of Medical Sciences. This 
article was not supported by any grant. 

COMPETING INTERESTS

Authors declare that they have no conflicts of 
interest to disclose. 

REFERENCES

1. 	 Wusiman P, Maimaitituerxun B, Guli, Saimaiti A, 
Moming A. Epidemiology and Pattern of Oral and 
Maxillofacial Trauma. J Craniofac Surg 2020;31:e517–
20. 

2. 	 Aslam-Pervez N, Lubek JE. Most cited publications in 
oral and maxillofacial surgery: a bibliometric analysis. 
Oral Maxillofac Surg 2018;22:25–37. 

3. 	 Grillo R, Slusarenko da Silva Y, Tavares MG, Borba 
AM, Naclério-Homem M da G. Which sports have a 
higher risk of maxillofacial injuries? J Stomatol Oral 
Maxillofac Surg 2022;S2468-7855:00354–8. 

4. 	 Nogami S, Yamauchi K, Bottini GB, Morishima H, 
Sai Y, Otake Y, et al. Mandibular fractures and dental 
injuries sustained during baseball and softball over 
14 years in a Japanese population: A retrospective 
multicentre study. Dent Traumatol 2020;36:156–60. 

5. 	 Boffano P, Kommers SC, Karagozoglu KH, 
Forouzanfar T. Aetiology of maxillofacial fractures: A 
review of published studies during the last 30 years. Br 
J Oral Maxillofac Surg 2014;52:901–6. 

6. 	 Shuxratovich MS, Erkinovich SK, Isrofil kizi NM. 
Etiology and patterns of pediatric maxillofacial 
fractures in the Uzbekistan. Adv Oral Maxillofac Surg 
2021;1:100013. 

7. 	 Roccia F, Iocca O, Sobrero F, Rae E, Laverick S, 
Carlaw K, et al. World Oral and Maxillofacial Trauma 
(WORMAT) project: A multicenter prospective 
analysis of epidemiology and patterns of maxillofacial 
trauma around the world. J Stomatol Oral Maxillofac 
Surg 2022;123:e849–57. 

8. 	 Chukwulebe S, Hogrefe C. The Diagnosis and 
Management of Facial Bone Fractures. Emerg Med 
Clin North Am 2019;37:137–51. 

9. 	 Higgins JPT, Altman DG, Gøtzsche PC, Jüni P, Moher 
D, Oxman AD, et al. The Cochrane Collaboration’s 
tool for assessing risk of bias in randomised trials. 
BMJ 2011;343.

10. 	Egger M, Smith GD, Altman DG. Systematic Reviews 
in Health Care: Meta-Analysis in Context: Second 
Edition 2008. 1–487 p. 

11. 	Stroup DF, Berlin JA, Morton SC, Olkin I, 
Williamson GD, Rennie D, et al. Meta-analysis of 
observational studies in epidemiology: a proposal 
for reporting. Meta-analysis Of Observational 
Studies in Epidemiology (MOOSE) group. JAMA 
2000;283:2008–12. 

12. 	Samieirad S, Aboutorabzade MR, Tohidi E, Shaban 
B, Khalife H, Hashemipour MA, et al. Maxillofacial 
fracture epidemiology and treatment plans in the 
Northeast of Iran: A retrospective study. Med Oral 
Patol Oral Cir Bucal 2017;22:e616–24. 

 [
 D

O
I:

 1
0.

61
18

6/
w

jp
s.

12
.2

.2
0 

] 
 [

 D
ow

nl
oa

de
d 

fr
om

 w
jp

s.
ir

 o
n 

20
26

-0
6-

11
 ]

 

                               7 / 9

http://dx.doi.org/10.61186/wjps.12.2.20
http://wjps.ir/article-1-1064-en.html


Maxillofacial fractures treatments in Iran27

www.wjps.ir

13. 	Akhlaghi F, Mafi N, Bastami F. Prevalence of 
Maxillofacial Fractures and Related Factors: A Five-
Year Retrospective Study. Trauma Mon 2019;24:1–4. 

14. 	Samieirad S, Tohidi E, Shahidi-Payam A, 
Hashemipour MA, Abedini A. Retrospective study 
maxillofacial fractures epidemiology and treatment 
plans in Southeast of Iran. Med Oral Patol Oral Cir 
Bucal 2015;20:e729–36. 

15. 	Sarkarat F, Motamedi MHK, Aghdam HM, 
Rastegarmoghadamshalduzi H. Evaluation of Oral 
and Maxillofacial Trauma in Tehran from 2008 to 
2016. Trauma Mon 2019;24:e67802. 

16. 	Zandi M, Khayati A, Lamei A, Zarei H. Maxillofacial 
injuries in western Iran: A prospective study. Oral 
Maxillofac Surg 2011;15:201–9. 

17. 	Ansari MH. Maxillofacial fractures in Hamedan 
province, Iran: A retrospective study (1987-2001). J 
Craniomaxillofacial Surg 2004;32:28–34. 

18. 	Arabion H, Tabrizi R, Aliabadi E, Gholami M, Zarei 
K. A retrospective analysis of maxillofacial trauma 
in shiraz, iran: a 6-year- study of 768 patients (2004-
2010). J Dent (Shiraz, Iran) 2014;15:15–21. 

19. 	Haghighat A, Pourarz S, Zarghami A. Epidemiologic 
Evaluation of Maxillofacial Trauma in Alzahra 
Hospital, Isfahan. Int J Epidemiol Res 2020;7:152–6. 

20. 	Mohajerani SH, Asghari S. Pattern of mid-
facial fractures in Tehran, Iran. Dent Traumatol 
2011;27:131–4. 

21. 	Momeni H, Shahnaseri S, Hamzeheil Z. Distribution 
assessment of maxillofacial fractures in trauma 
admitted patients in Yazd hospitals: An epidemiologic 
study. Dent Res J (Isfahan) 2011;8:80–3. 

22. 	Motamedi MHK. An assessment of maxillofacial 
fractures: A 5-year study of 237 patients. J Oral 
Maxillofac Surg 2003;61:61–4. 

23. 	Motamedi MHK, Dadgar E, Ebrahimi A, Shirani G, 
Haghighat A, Jamalpour MR. Pattern of maxillofacial 
fractures: A 5-year analysis of 8,818 patients. J Trauma 
Acute Care Surg 2014;77:630–4. 

24. 	Rezaei M, Jamshidi S, Jalilian T, Falahi N. 
Epidemiology of maxillofacial trauma in a university 
hospital of Kermanshah, Iran. J Oral Maxillofac 
Surgery, Med Pathol 2017;29:110–5. 

25. 	Dibaie A, Raissian S, Ghafarzadeh S. Evaluation of 
maxillofacial traumatic injuries of forensic medical 
center of ahwaz, Iran, in 2005. Pakistan J Med Sci 
2009;25:79–82. 

26. 	Ebrahimi A, Behzadi BA, Motamedi MHK, Rasouli 
HR. Epidemiologic patterns of maxillofacial fractures: 
A 5-year study in one of the referral hospitals of Iran. 
Trauma Mon 2021;26:258–64. 

27. 	Farzan R, Farzan A, Farzan A, Karimpour M, Tolouie 
M. A 6-Year Epidemiological Study of Mandibular 
Fractures in Traumatic Patients in North of Iran: 

Review of 463 Patients. World J Plast Surg 2021;10:71–
7. 

28. 	Ghaffari-Fam S, Sarbazi E, Daemi A, Sarbazi M, 
Riyazi L, Sadeghi-Bazargani H, et al. Epidemiological 
and Clinical Characteristics of Fall Injuries in East 
Azerbaijan, Iran; A Cross-Sectional Study. Bull Emerg 
Trauma 2015;3:104–10. 

29. 	Ghorbani F, Khalili M, Ahmadi H. The evaluation of 
alveolar fractures of trauma patients in Iran. BMC 
Oral Health 2021;21. 

30. 	Hashemi HM, Beshkar M. The prevalence of 
maxillofacial fractures due to domestic violence - a 
retrospective study in a hospital in Tehran, Iran. Dent 
Traumatol 2011;27:385–8. 

31. 	Kadkhodaie MH. Three-year review of facial fractures 
at a teaching hospital in northern Iran. Br J Oral 
Maxillofac Surg 2006;44:229–31. 

32. 	Kashkooe A, Yadollahi M, Pazhuheian F. What factors 
affect length of hospital stay among trauma patients? 
A single-center study, Southwestern Iran. Chinese J 
Traumatol - English Ed 2020;23:176–80. 

33. 	Khojastepour L, Moannaei M, Eftekharian HR, 
Khaghaninejad MS, Mahjoori-Ghasrodashti M, 
Tavanafar S. Prevalence and severity of orbital blowout 
fractures. Br J Oral Maxillofac Surg 2020;58:e93–7. 

34. 	Latifi H. Prevalence of different kinds of maxillofacial 
fractures and their associated factors are surveyed in 
patients. Glob J Health Sci 2014;6:66–73. 

35. 	Mehravaran R, Akbarian G, Nezhad CM, Gheisari 
R, Ziaei M, Zadeh FG. Evaluation of the relationship 
between the pattern of midfacial fractures and 
amaurosis in patients with facial trauma. J Oral 
Maxillofac Surg 2013;71:1059–62. 

36. 	Mesgarzadeh AH, Shahamfar M, Azar SF, Shahamfar 
J. Analysis of the pattern of maxillofacial fractures in 
north western of Iran: A retrospective study. Jounal 
Emergences, Shock Trauma 2011;4:48–52. 

37. 	Mohammadi S, Mohebbi S. Occurrence of 
mandibulofacial injuries presenting to the 
Otorhinolaryngology and Head & Neck Surgery 
Department. J Craniofac Surg 2007;18:833–7. 

38. 	Mosaddad SA, Gheisari R, Erfani M. Oral and 
maxillofacial trauma in motorcyclists in an Iranian 
subpopulation. Dent Traumatol 2018;34:347–52. 

39. 	Ramezanian M, Mahmoud-Hashemi H, Vaezi 
T, Beshkar M, Hasheminasab M. The pattern of 
maxillofacial fractures: a study of 302 patients 
and a discussion of fracture classification. J 
Craniomaxillofacial Res 2015;2:95–102. 

40. 	Vahedi HS, Vahidi E, Basirian R, Saeedi M. 
Assessment of Maxillofacial Trauma in the Emergency 
Department. Trauma Mon 2017;22:e58204. 

41. 	Yadollahi M, Sahmeddini S. An overview of the 
prevalence and pattern of maxillofacial trauma in the 

 [
 D

O
I:

 1
0.

61
18

6/
w

jp
s.

12
.2

.2
0 

] 
 [

 D
ow

nl
oa

de
d 

fr
om

 w
jp

s.
ir

 o
n 

20
26

-0
6-

11
 ]

 

                               8 / 9

http://dx.doi.org/10.61186/wjps.12.2.20
http://wjps.ir/article-1-1064-en.html


www.wjps.ir

Sharifi  et al 28

south of Iran. J Emerg Pract Trauma 2021;7:118–22. 
42. 	Zargar M, Khaji A, Karbakhsh M, Zarei MR. 

Epidemiology study of facial injuries during a 13 
month of trauma registry in Tehran. Indian J Med Sci 
2004;58. 

43. 	Kuang SJ, He YQ, Zheng YH, Zhang ZG, Roever L. 
Open reduction and internal fixation of mandibular 
condylar fractures: A national inpatient sample 
analysis, 2005-2014. Medicine (Baltimore) 2019;98. 

44. 	Andreasen JO, Storgård Jensen S, Kofod T, Schwartz 
O, Hillerup S. Open or closed repositioning of 
mandibular fractures: is there a difference in healing 
outcome? A systematic review. Dent Traumatol 
2008;24:17–21. 

45. 	Asim MA, Ibrahim MW, Javed MU, Zahra R, Qayyum 
MU. Functional Outcomes Of Open Versus Closed 
Treatment Of Unilateral Mandibular Condylar 
Fractures. J Ayub Med Coll Abbottabad 2019;31:67–
71. 

46. 	Schenkel JS, Jacobsen C, Rostetter C, Grätz KW, Rücker 
M, Gander T. Inferior alveolar nerve function after 
open reduction and internal fixation of mandibular 
fractures. J Craniomaxillofacial Surg 2016;44:743–8. 

47. 	Kambalimath H V., Agarwal SM, Kambalimath DH, 
Singh M, Jain N, Michael P. Maxillofacial Injuries in 
Children: A 10 year Retrospective Study. J Maxillofac 
Oral Surg 2013;12:140–4. 

48. 	Adeyemo W, Taiwo O, Ladeinde A, Ogunlewe M, 
Adeyemi M, Adepoju A. Mid-facial fractures: a 5-year 
retrospective review in a Nigerian teaching hospital. 
Niger J Med 2012;21:31–5. 

49. 	JM B, D J, WL P, M C. Management of Zygomatic 
Fractures: A National Survey. J Craniofac Surg 
2016;27:682–4. 

50. 	Cheema SA, Cheema SS. An analysis of etiologies, 
patterns and treatment modalities of fracture 

mandible. Ann King Edward Med Univ 2004;10. 
51. 	Hwang K, You SH, Kim SG, Lee S Il. Analysis of nasal 

bone fractures; a six-year study of 503 patients. J 
Craniofac Surg 2006;17:261–4. 

52. 	Renkonen S, Vehmanen S, Mäkitie A, Blomgren K. 
Nasal bone fractures are successfully managed under 
local anaesthesia - experience on 483 patients. Clin 
Otolaryngol 2016;41:79–82. 

53. 	Bali RK, Sharma P, Garg A, Dhillon G. A 
comprehensive study on maxillofacial trauma 
conducted in Yamunanagar, India. J Inj Violence Res 
2013;5. 

54. 	Samieirad S, Khajehahmadi S, Tohidi E, Pakravan M. 
A conservative method for treating severely displaced 
pediatric mandibular fractures: an effective alternative 
technique. J Dent Mater Tech 2016;5:53–8. 

55. 	Atisha DM, Van Rensselaer Burr T, Allori AC, Puscas 
L, Erdmann D, Marcus JR. Facial Fractures in the 
Aging Population. Plast Reconstr Surg 2016;137:587–
93. 

56. 	Naveen Shankar A, Naveen Shankar V, Hegde N, 
Sharma, Prasad R. The pattern of the maxillofacial 
fractures - A multicentre retrospective study. J 
Craniomaxillofacial Surg 2012;40:675–9. 

57. 	Liu Y, Wang Y, He X, Li F, Zhang S, Wang K, et al. 
An Exploration of Multidisciplinary Team Care 
With Digital Technology for Complicated Cranio-
Maxillofacial Bone Defects and Fractures. J Craniofac 
Surg 2020;31:1914–9. 

58. 	Cabral LC, Alves GM, Furtado LM, Fernandes Neto 
AJ, Simamoto Júnior PC. Changes in mandibular 
and articular dynamics associated with surgical 
versus nonsurgical treatment of mandibular condylar 
fractures: a systematic review with meta-analysis. Oral 
Surg Oral Med Oral Pathol Oral Radiol 2020;129:311–
21. 

 [
 D

O
I:

 1
0.

61
18

6/
w

jp
s.

12
.2

.2
0 

] 
 [

 D
ow

nl
oa

de
d 

fr
om

 w
jp

s.
ir

 o
n 

20
26

-0
6-

11
 ]

 

Powered by TCPDF (www.tcpdf.org)

                               9 / 9

http://dx.doi.org/10.61186/wjps.12.2.20
http://wjps.ir/article-1-1064-en.html
http://www.tcpdf.org

