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Abstract 

Introduction: Maxillofacial injuries are one of the 

commonest presentations in emergency department. 

Most common etiological factor for maxillofacial 

injuries is road traffic accident (RTA). Smell, hearing, 

sight, breathing, eating and facial expression are all 

ruminate by face hence maxillofacial injuries requires 

immediate repairs and reconstruction. The aim of the 

present study was to assess the pattern and etiology of 

maxillofacial injury at tertiary care hospital in Lucknow, 

India. 
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Materials and methods: The present study was a two 

years retrospective study based on medical records of the 

patients who came in emergency department from 

January 2021 to December 2022. Various demographic 

data such as age, sex, etiology, nature and mechanism of 

injury, site of injury and types of injury were included in 

the study.  

Results: Out of 108 cases 86 were male and 22 were 

female with male and female ration of 4:1. Men were 

significantly more sufferer of maxillofacial injuries than 

female. Most of cases were in the age group of 21 to 30 

years and constitute 39.8% of all maxillofacial injuries 

Most common etiology for maxillofacial injuries was 

RTA (65.7%). Among RTA case motorcycle/scotty 

accident was most common (46.4%) Most common 

maxillofacial injuries was mandible (42.5%) followed by 

fracture of zygomatic bone (27.7%) Fracture of para 

symphysis (34.8%) was most common mandibular 

fracture and Lefort type I was most common maxillary 

fracture (37.5%). 49% of cases of maxillofacial injuries 

were treated with open reduction internal fixation, 36% 

were treated with closed reduction and rest were treated 

with conservative management  

Conclusions: Male in age group of 20-30 years were 

most commonly affected in maxillofacial injuries. RTA 

were most common etiology for maxillofacial injury. 

Safety awareness programme, strict fulfilment of traffic 

rule, safe and defensive riding can be foremost 

protection against maxillofacial injuries. 

Keywords: Etiology, Pattern, Maxillofacial injuries, 

Mandibular, Maxillary, Percentage 

Abbreviations: RTA: Road traffic accident 

Introduction 

Maxillofacial injuriesexhibit big challenges to health 

system throughout the world because of its increasing 

incidence and various types of associated damages such 

as physical, functional and esthetic
1,2

. Maxillofacial 

injuries are one of the commonest presentations in 

emergency department
3
. Though the incidence of 

maxillofacial injuries is same but the pattern of 

maxillofacial injuries differs in different countries
4
. Most 

common etiological factor for maxillofacial injuries is 

road traffic accident (RTA) followed by physical 

assaults, falls, sports injuries, animal attack, industrial 

accident, fire arm injuries etc
5,6,7,8,9,10

. These etiological 

factors determined by varieties of factors such as road 

traffic legislation, alcohol intoxication, socioeconomic 

factors,cultural factors, geographical area and climatic 

conditions and thus these factors may dispense 

maxillofacial trauma
11,12

. Maxillofacial injuries entails 

special attention since it is in close adjacency to 

respiratory passage, brain and other important vital 

organ. Maxillofacial injuries often associated with 

dangerous concussion injury like traumatic brain 

injury.
13,14

.Smell, hearing, sight, breathing, eating and 

facial expression are all ruminate by face hence 

maxillofacial injuries requires immediate repairs and 

reconstruction
15

.Etiology of maxillofacial injuries may 

give behavioural pattern of a person since it varies from 

place to place. It may help in preventive perspective for 

decreasing the incidence of maxillofacial trauma
12,16

. 

The aim of the present study was to assess the pattern 

and etiology of maxillofacial injury at tertiary care 

hospital in Lucknow, India. 

Materials and methods 

Institutional ethical clearance was taken for this study 

with reference number IEC/IIMS&R/2023/76 

(Institutional  Ethics Committee, IIMS&R Integral 

University, Lucknow). The present study was a two 

years retrospective studybased on medical records of the 



 Dr. Mohammad Abdurrahman Khan, et al. International Journal of Medical Sciences and Advanced Clinical Research (IJMACR) 

 

 
©2023, IJMACR 

 
 

P
ag

e3
0

5
 

P
ag

e3
0

5
 

P
ag

e3
0

5
 

P
ag

e3
0

5
 

P
ag

e3
0

5
 

P
ag

e3
0

5
 

P
ag

e3
0

5
 

P
ag

e3
0

5
 

P
ag

e3
0

5
 

P
ag

e3
0

5
 

P
ag

e3
0

5
 

P
ag

e3
0

5
 

P
ag

e3
0

5
 

P
ag

e3
0

5
 

P
ag

e3
0

5
 

P
ag

e3
0

5
 

P
ag

e3
0

5
 

P
ag

e3
0

5
 

P
ag

e3
0

5
 

  

patients who came in emergency department of Integral 

Institute of medical sciences & research, Lucknow from 

January 2021 to December 2022. Various demographic 

data such as age, sex, etiology, nature and mechanism of 

injury, site of injury and types of injury were included in 

the study. Medical records having insufficient data were 

excluded from the study.Data entered in excel sheet and 

were quantified and analysed statistically using SPSS 

(Statistical Package for the Social Sciences). 

Results 

A total of 108 patients were treated for their 

maxillofacial injuries from time period of January 2021 

to December 2022. Out of 108 cases 86 were male and 

22 were female with male and female ration of 

4:1(Table1, chart 1). Men were significantly more 

sufferer of maxillofacial injuries than female. Most of 

cases were in the age group of 21 to 30 years with 43 

cases (34 male and 9 female) and constitute 39.8% of all 

maxillofacial injuries (Table 2, chart 2). Most common 

etiology for maxillofacial injuries was RTA (65.7%) 

followed by interpersonal violence (22.22%) (Table 3, 

chart 3). Among RTA case motorcycle/scotty accident 

was most common (46.4%) followed by motor vehicle 

accident (23.9%) (Table 4, chart 4). Most common 

maxillofacial injuries werefracture of mandible (42.5%) 

followed by fracture of zygomatic bone(27.7%) followed 

by fracture of maxilla(18%) (Table 5, chart 5). Fracture 

of para symphysis was most common mandibular 

fracture accounting 34.8 % of overall mandibular 

fracture (Table 6, chart 6). Fracture of maxilla was 

shown in Table 7 and chart 7. Lefort type I was most 

common maxillary fracture(37.5%) followed by 

dentoalveolar fracture (33.3%). Out of 108 cases of 

maxillofacial injuries, 36(33.3%) cases were isolated 

maxillofacial injury and rest were associated with other 

injuries like orthopaedic injuries(42.7%), head 

injuries(17.6%), spine injuries(3.7%), abdominal 

injuries(1.8%) and thoracic injuries(0.9%) (Table 8, 

chart 8). 49% of cases of maxillofacial injuries were 

treated with open reduction and internal fixation, 36% 

were treated with closed reduction and rest was taken 

conservative management (Table 9, chart 9). 

Sex Maxillofacial injuries 

Male  86 

female 22 

Table 1: Sex distribution of maxillofacial injuries 

 

Chart 1: Sex distribution of maxillofacial injuries 

Age 

group of 

the cases 

Male Female Total 

number of 

cases 

Percentage 

of cases 

01-10 2 1 3 2.8 

11-20 12 3 15 13.8 

21-30 34 9 43 39.8 

31-40 28 4 32 29.6 

41-50 6 2 8 7.4 

51-60 2 2 4 3.8 

61-70 2 1 3 2.8 

Table 2: Age group and sex distribution of maxillofacial 

injuries 

 

Male

80%

Female

20%

MAXILLOFACIAL INJURIES
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Chart 2: Age group distribution of maxillofacial injuries 

Etiology Number of cases Percentage 

RTA 71 65.7 

Interpersonal violence 24 22.22 

Fall 6 5.55 

Sports injury 5 4.62 

Injury due to animal 2 1.85 

Table 3: Etiology of maxillofacial injuries 

 

Chart 3: Etiology of maxillofacial injuries 

Types of RTA Number of cases Percentage 

Motor cycle/scotty 33 46.4 

Motor vehicle 17 23.9 

Pedestrian 9 12.7 

Three-Wheeler 4 5.6 

Bicycle 3 4.3 

Auto 3 4.3 

Rickshaw 2 2.8 

Table 4: Types of RTA in maxillofacial injuries 

 

 

 

Chart 4: Types of RTA in maxillofacial injuries 

Site of fracture Number of cases Percentage 

Mandible 46 42.5 

Zygomatic 30 27.7 

Maxilla 18 16.6 

Infraorbital 8 7.4 

Nasal 6 5.6 

Table 5: Site of maxillofacial fracture 

 

Chart 5: Site of maxillofacial fracture 

Distribution of mandibular 

fracture 

Number of 

cases 

Percentage 

Condylar 1 2.1 

Coronoid 8 17.5 

Ramus 2 4.3 

Angle 7 15.3 

Body  5 10.8 

Para symphysis 16 34.8 

Symphysis 4 8.7 

Dentoalveolar 3 6.5 

Table 6: Distribution of various mandibular fracture 

0

20

40

60

Percentage of cases

Maxillofacial Injuries

01-10 11-20 21-30 31-40 41-50 51-60 61-70

0
20
40
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0

50

Number of cases Percentage

RTA

Motor cycle/scotty Motor vehicle Pedestrian

Three Wheeler Bicycle Auto

Rickshaw

0
10
20
30
40
50

Number of cases Percentage



 Dr. Mohammad Abdurrahman Khan, et al. International Journal of Medical Sciences and Advanced Clinical Research (IJMACR) 

 

 
©2023, IJMACR 

 
 

P
ag

e3
0

7
 

P
ag

e3
0

7
 

P
ag

e3
0

7
 

P
ag

e3
0

7
 

P
ag

e3
0

7
 

P
ag

e3
0

7
 

P
ag

e3
0

7
 

P
ag

e3
0

7
 

P
ag

e3
0

7
 

P
ag

e3
0

7
 

P
ag

e3
0

7
 

P
ag

e3
0

7
 

P
ag

e3
0

7
 

P
ag

e3
0

7
 

P
ag

e3
0

7
 

P
ag

e3
0

7
 

P
ag

e3
0

7
 

P
ag

e3
0

7
 

P
ag

e3
0

7
 

  

 

Chart 6: Distribution of various mandibular fracture 

Distribution of maxillary 

fracture 

Number Percentage 

Dentoalveolar 4 33.3 

Lefort I 6 37.5 

Lefort II 7 20.8 

Lefort III 1 8.4 

Table 7: Distribution of various maxillary fracture 

 

Chart 7: Distribution of various maxillary fracture 

Associated injuries Number of cases Percentage 

Isolated 

maxillofacial injury 

36 33.3 

Head injury 19 17.6 

Spine injury 4 3.7 

Abdominal injury 2 1.8 

Thoracic injury 1 0.9 

Orthopaedic injury 46 42.7 

Table 8: Associated injuries with maxillofacial injuries 

 

 

Chart 8: Associated injuries with maxillofacial injuries 

Treatment taken Number of cases Percentage 

Conservative 16 15 

Closed Reduction 39 36 

Open reduction 53 49 

Table 9: Treatment given to the patient of maxillofacial 

injuries 

 

Chart 9: Treatment given to the patient of maxillofacial 

injuries 

Discussion 

Trauma is major cause of mortality below 40 years of 

age
10

. Maxillofacial injuries are commonest injuries 

following trauma since face is highly exposed to various 

type of injuries
17,18,19

. In our study highest sex 

prevalence was for male which was similar with the 

many studies
20,21,22,23,24,25

. Greater prevalence of male 

was due to their such activities like sport activity, 

vehicle driving, more social active life, alcohol and drug 

abuses
26

. Most common age group of maxillofacial 

injuries in our study was 21-30 years which was similar 

050

Number of cases percentage

Distribution of mandibular fracture

Condylar Coronoid Ramus
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with finding of other studies
1,6,26,27,28,29

. The possible 

cause for this age group is due to emotional conflict and 

behavioural changes which this age group faces. This 

age group is period of social excitement, self-

dependency, excessive mobility, fast and careless 

driving
26,29,30,31,32

. The most common cause of 

maxillofacial injuries in our study was due to RTA and 

most common cause for RTA was motorcycle/scotty 

accident. These finding are consistent with the many 

studies carried out in India and globally
26,29,33,34,35

. 

Greater number of RTA in developing countries may 

accredit to driving without helmet, driving without seat 

belt, road sharing by animal, traffic rule violation, low 

standard roads, poor maintenance of vehicle, driving 

while using mobile phone and large number of 

motorcycle/scottyor other vehicles on the roads
26,36,37

. 

Most common bone fractured in our study was mandible 

which was consistent with many studies
6,33,38,39,40,41

. This 

may be attributed to fact that mandible is most movable, 

most prominent facial bone and hence greater exposure 

to injuries
24,25

. Zygomatic bone fracture was second most 

common facial bone involved in maxillofacial injuries 

and which  can be attributed to its multiple articulation 

and its projection making zygomatic bone at risk of 

fracture
25,42

.Most common site of mandibular fracture in 

this study was para symphysis which was similar with 

finding of Snehal et al
43

 and Praveen Lone et al
26

. In 

contrast to our finding, Arther Nawashindi et al
24

 and 

Mubashir Younis& Manoj Bhaskaran
25

found body of 

mandible for most common site for mandibular fracture. 

Most common maxillary fracture in our study was Lefort 

I which was similar with the finding of Arther 

Nawashindi et al
24

whereas, Mubashir Younis& Manoj 

Bhaskaran
25

 and Shafi Ullah Khan et al
44

found Lefort II 

being most common maxillary fracture and Praveen 

Lone et al
26

 found dentoalveolar being most common 

maxillary fracture. Maxillofacial injuries were not 

always isolated, it often associated with other injuries. In 

our study only 36% cases were of isolated maxillofacial 

injuries where as 46% cases were associated with 

orthopaedic injuries (most common associated injury) 

and 19% cases were associated with head injuries, 4% 

cases associated with injury of spine, 2% with 

abdominal injuries and 1% case associated with thoracic 

injury whereas, Mubashir Younis& Manoj 

Bhaskaran
25

in their study found, associated injuries in 

33.51% of patients out of which brain injury was the 

most common (58.73%) and others were related to 

orthopaedics (23.81%), ophthalmology (14.29%) and 

general surgery (3.17%) and the findings were consistent 

with previous data. In our study 15% patients managed 

conservatively, 36% treated with closed reduction and 

49% of patient were treated with open reduction internal 

fixation. 

Conclusions 

Male in age group of 20-30 years were most commonly 

affected in maxillofacial injuries. RTA were most 

common etiology for maxillofacial injury. Most 

common RTA were of motorcycle/scotty accident. 

Safety awareness programme, strict fulfilment of traffic 

rule, safe and defensive riding can be foremost 

protection against maxillofacial injuries. 
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