Original Research

Applied Medical Informatics
Vol. 44, No. 2 /2022, pp: 48-56

Fractures Associated with Maxillofacial Trauma
Cristian DINU1, Ionuţ MARELE1, Oana ALMĂŞAN2,*, Raluca ROMAN1, Mihaela
BĂCIUŢ1, and Mihaela HEDEŞIU1
1 Department

of Maxillofacial Surgery and Implantology, Iuliu Haţieganu University of Medicine and
Pharmacy, 37 Cardinal Iuliu Hossu Street, 400006 Cluj-Napoca, Romania
2 Prosthetic Dentistry and Dental Materials Department, Iuliu Haţieganu University of Medicine and
Pharmacy, 32 Clinicilor Street, 400006 Cluj-Napoca, Romania
E-mails: dinu_christian@yahoo.com; (*)oana.almasan@umfcluj.ro; roman.raluca@umfcluj.ro;
mbaciut@umfcluj.ro; mhedesiu@gmail.com
* Author to whom correspondence should be addressed;
Received: June 22, 2022/Accepted: June 30, 2022/ Published online: June 30, 2022

Abstract
Purpose: The aim of this study was to evaluate the number of maxillofacial fractures and their
characteristics in trauma cases based on imaging investigations. Materials and methods: A retrospective,
analytical, and observational study was performed. The research was conducted over a one-and-ahalf-year period, between January 2017 to August 2018. The inclusion criteria were the presence of
fracture on a radiological examination. The exclusion criteria were the absence of a maxillofacial
fracture as well as patients with incomplete data. Age, gender, place of residence, diagnosis,
concomitant fractures, the origin of trauma, imaging examinations, type of surgical therapy, and the
number of days of hospitalization were assessed. Results: The data for this study originated from the
results of observations of 139 patients hospitalized at the Oral and Maxillofacial Surgery Clinic. The
sample's mean age was 35.53 years (SD: 17.45 years), and 86.3% of the subjects were males. Seventyone cases (51.08%) were from urban areas. Fracture of the mandible (n=78; 56.1%) was the most
common diagnosis, followed by fracture of the zygomatic bone (n=33; 23.74%). The most common
associated fractures were fractures of the mandible in multiple locations (37.05%) and the LeFort
fracture type (n=7, 5%). Interhuman violence was the most prevalent etiological cause (48.2%),
followed by accidental falls (23%). For the duration of the patients’ hospitalization, the mean
occupancy rate was 3.31 days. Treatment comprised closed fracture reduction (41.2% of patients),
followed by open reduction and immobilization in 29% of the subjects. Conclusions: Implementation
of current treatment approaches and developing prevention strategies are essential for trauma
outcomes and patients’ quality of life.
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Introduction
Oral and maxillofacial injuries comprise any physical trauma to the face. Craniofacial trauma is
accompanied by varying degrees of soft and hard tissue disruption [1]. Assaults and falls are the most
commonly (26.2%) reported etiology, although the causes are multifactorial [2]. Oral and maxillofacial
injuries can range from isolated lesions affecting one or two bone components to widespread face
lesions affecting the entire viscerocranium and affecting the soft tissues, teeth, and periodontium.
Maxillofacial fractures may necessitate interdisciplinary management. In treatment strategies, along
with a maxillofacial surgeon, it is necessary to involve a multidisciplinary team that includes a
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neurosurgeon [3], an ophthalmologist, and a plastic surgeon [4]. Healing of these complex injuries
can result in morphological, functional, and physiognomic abnormalities, such as hypoaesthesia,
infraorbital paraesthesia, or neuropathic pain symptoms [5], as well as facial deformities with
potentially devastating psychological consequences [6,7,8]. Polytraumas are the most common cause
of oral and maxillofacial injuries [9]. The relationship with cranioencephalic lesions suggests that the
maxillofacial lesions might go undiagnosed or untreated, which might result in notable consequences
[10]. The distribution of fractures depends on their mechanism of production. In general, the most
common facial fracture occurs in the nasal bones [11]; nevertheless soft tissue, skeletal, and
neurovascular injuries can occur [12]. The orbital floor is involved in fractures of the zygomatic
complex [13]. The most common fractures in patients requiring hospitalization are the ones that
involve the zygomatic bone, occurring in the zygomatic complex, about 40% [14], followed by more
complex fractures such as LeFort, among them LeFort type 2 and type 3 fractures being significantly
associated with the need for neurosurgical intervention [15].
Facial fractures in children are less common (10%-15% of all fractures) and less severe than in
adults due to a less prominent jaw, less pneumatized sinuses, and increased bone elasticity [16]. Male
subjects and patients from lower socioeconomic backgrounds were more likely to suffer face
fractures due to violence [17]. Fractures of the mandibular condyle and the roof wall of the orbit [18],
[19] are more common in young patients than in adults [20].
Imaging investigation has always played a critical role in the early diagnostic and therapy evaluation
of these lesions [21]. Computed Tomography (CT) is considered the 'golden standard’ method in the
imaging assessment of oral and maxillofacial trauma [22]. Cone-beam computed tomography (CBCT)
is a reliable alternative to computer tomography (CT), considering the lower radiation dose and highresolution imaging on multiplanar reconstructions [23].
This study aimed to evaluate the number of maxillofacial fractures and their characteristics in
trauma patients based on imaging investigations.
Material and Method
A retrospective, analytical, and observational study was performed. The research was conducted
over a one-and-a-half-year period, between January 2017 to August 2018.
Selection and Description of Participants. The inclusion criteria were the presence of the
imaging investigations [panoramic radiography, cone-beam computed tomography (CBCT),
computed tomography (CT), or magnetic resonance imaging (MRI)], as well as a diagnosis of fracture
caused by a maxillofacial trauma, with or without additional related fractures. The exclusion criteria
were the absence of a maxillofacial fracture and patients with incomplete data.
Age, gender (male/female), place of residence (rural/urban), fracture location, imaging
examinations, type of performed surgical therapy, and the number of hospitalization days (occupancy
rate) were assessed. The acquired data was transferred to a database using Microsoft Excel software
[24].
Statistics. The NCSS 10 software was used to perform the statistical and graphical analysis of the
dataset, using a statistical significance threshold of 0.05 [25]. Descriptive statistics, along with Student
t-tests and non-parametric Mann-Whitney test and correlation coefficients between age, gender, place
of residence, trauma etiology, and hospitalization period were performed.
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Results
The data for this study originated from the results of observations of 139 patients hospitalized at
the Oral and Maxillofacial Surgery Clinic II Cluj-Napoca, Romania. The sample's mean age was 35.53
years, with a standard deviation (SD) of 17.45 years (range 4-87 years). The highest proportion of
patients was found in the 20-45 years age group. Nineteen (13.7%) of the 139 patients were females,
whilst the rest of 120 (86.3%) were males. Rural areas accounted for 68 cases (48.92% of the total
139 subjects), whereas urban areas were represented by 71 cases (51.08%). The average age in urban
areas was 34.80 years, (SD±2.32 years), whereas the average age in rural areas was 36.09 years (SD±
1.96 years).
Cone-Beam Computed Tomography (CBCT) was the examination of choice for a more accurate
diagnosis in patients with associated fractures, accounting for 43.5% of the total, followed by
panoramic radiography at 19.5%, magnetic resonance imaging (MRI) at 10%, computed tomography
(CT) at 3%, whilst the remaining subjects had recommendations for two or more examinations.
Panoramic radiography associated with cone-beam computed tomography (CBCT) was the most
common imaging examination (37%), followed by panoramic radiography and CT (16%). The least
used imaging techniques were MRI (6%) and MRI associated with CT (4%).
Fracture of the mandible (n=78; 56.1%) was the most common diagnosis, followed by fracture
of the zygomatic complex (n=33; 23.74%), fracture of the subcondylar region (n=15; 10.8%), fracture
of the mandible angle (n=14; 10.1%), fracture of the nasal bones (n=11; 7.9%), fracture of the
mandible body (n=12; 8.63%), and fracture of the orbital floor (n=9; 6.5%).
The most common associated fractures were fractures of the mandible in multiple locations
(37.05%) and the LeFort fracture type (n=7.5%, Figure 1).

Figure 1. LeFort II and mandible fracture: (a) post-operative 3D CBCT projection of LeFort II
fracture associated with median mandibular fracture. (b) CBCT axial image is able to identify the
anterior and lateral wall fracture on both maxillary sinuses. (c) CBCT coronal image shows the
bilateral zygomatic bone fracture and identifies the position of the orbital floor.
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With 48.2 %, aggression was the most prevalent cause, followed by accidental falls (23%), road
accidents (13.7%), play accidents and hoof kicks (4.3%), domestic accidents (2.2%), and work
accidents (0.7%). On average, aggression victims were 35.3 years old, with a standard deviation of
14.9 years. The average age of individuals who had an accidental fall was 38.07 years, (SD= 19.76
years), of those who had a road accident 33.61 years, (SD= 19.12 years), of those who had a house
accident of 50 years (SD=4.24 years), of those who had a play accident of 11.5 years (SD=5.32 years)
and of those who suffered aggression was 35.38 years (SD=14.92 years) (p=0.02). We found a
significant age difference between injured and abused individuals. With a large divergence from the
normal distribution in the aggressors' group, the non-parametric Mann-Whitney test supported the
statistical findings, with aggressed patients on average being 10 years younger than injured patients.
The majority of the victims that suffered trauma caused by aggression were males (46.6% vs 2.3%
females), caused by accidental falls (16% males vs 6.1% females), caused by road accidents (10.7%
males vs 3.1% females), caused by play accidents (2.3% males vs 0.8% females), and by other
etiologies (sports, work circumstances 9% males vs 3.1% females) p=0.04. In Figures 2 and 3, certain
characteristics of CBCT of orbital fractures are depicted. To accurately assess the level of herniation
of the orbital, intrasinusal soft tissue, successive CBCT slices individually obliquely coronal
reconstructed were used to examine the orbital region and the maxillary sinus.

Figure 2. Left orbital fracture with surgical reconstruction of the orbital floor: (a) Individualized
coronal oblique reconstructions of the orbit and left maxillary sinus using cone-beam computed
tomography (CBCT). CBCT was able to provide information on the involved hard and soft tissues
of the orbits. (b) CBCT sagittal view of the left orbital floor.
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Figure 3. Individualized. coronal oblique (a) and sagittal oblique reconstructions (b) for the left
orbit using CBCT. (c) Fracture of the infraorbital wall's internal third, with minor hemosinus and
(d) intra sinus hernias of adipose tissue from the orbit.
For the duration of the patients’ hospitalization, the mean occupancy rate was 3.3 days, with a
standard deviation of 2.1 days. The shortest documented period was one day, and the longest was 15
days. Depending on the length of hospitalization, the highest concentration of patients was in the
range of 2-3 days. Patients with concomitant fractures had significantly longer hospital admissions,
ranging from 7 to 8 days, with a mean period of 5.7 days.
Regarding treatment, 41.2% of patients benefitted from closed fracture reduction, followed by
open reduction and immobilization in 29%, open reduction and internal fixation in 20%, and open
reduction and self-immobilization in 7.6%, whereas there were also patients who refused surgical
treatment (2.2%).
Discussion
In this retrospective study, we have evaluated patients who were hospitalized between January
2017 to August 2018 at the Oral and Maxillofacial Surgery Clinic II Cluj-Napoca, Romania. We did
not exclude any patients who had fractures caused by maxillofacial trauma because we emphasized
knowing the number of associated fractures out of the overall number of fractures reported during
this time. A total number of 139 patients were retrieved. The sample's mean age was 35.53, our data
being consistent with those seen in the literature. Bogusiak and Arkuszewski, reported an average age
of 37.1 years in 468 patients with zygomatic-maxillary complex fractures [26]. Other authors
described ages between 30.5 years [27] and 44 years [28,29]. The most affected decade of age was
reported as being between 20 and 29 years [30]. Gender distribution revealed a significantly higher
involvement of men compared to women, a fact confirmed by our study, in which we encountered
86.3% males [31-35].
The average age in urban areas was of 34.80 years (SD: 2.32 years), while in rural areas it was an
average age of 36.09 years (SD: 1.96 years).
In our study, assaults (48.2 %), unintentional falls (23%), and vehicle accidents were the most
common causes of injuries resulting in associated fractures (13.7%). Assaults are the leading cause of
these injuries, with road accidents coming in second or third, depending on the reporting authors. In
the literature, the most common causes of maxillofacial fractures were reported as assaults (28.8%)
and falls (23.9%) [34], which is in accordance with our results. Fractures of the zygoma were reported
due to assault, vehicle collisions; falls, or sporting injuries [36].
Among etiology are cited: blunt impact to the face [37], level of education and living conditions
[38], road traffic accidents [39], trauma [40], and alcohol abuse [41]. We found a significant age
difference between injured and abused individuals with aggressed patients on average being 10 years
younger than harmed patients. With a large divergence from the normal distribution in the aggressors'
group, the non-parametric Mann-Whitney test supported the statistical findings.
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In the accurate imaging evaluation of fractures and related fractures in the maxillofacial area,
panoramic radiography and CBCT were most frequently used. On the other hand, panoramic
radiography is more of a first-line radiological examination for mandibular fractures. Due to its
advantages over other imaging examinations, CBCT is the most utilized for appropriate examination
and diagnosis.
As it accurately depicts the anatomical regions, exposing previously undiscovered fractures by
classic radiographs, CBCT is considered the choice method of assessing associated fractures of the
maxillofacial area. Other used investigations included a CT scan of the cervical spine, especially in
more severe cases and associated pathologies in this area. MRI has only been used in a few cases,
with benefits in terms of visualization of orbital soft tissue lesions and intracranial complications.
Regarding treatment procedures, it has been reported that intraoperative imaging investigations
show the utility of CBCT, allowing for non-invasive visualization of fracture reduction and a
reduction in the needed number of incisions [42]. In terms of treatment choice, we could observe
from our study that the most common surgical approach was the closed reduction technique of the
fracture, as also was highlighted by Reiter et al., [43].
Regarding the duration of hospitalization, the majority of patients were hospitalized for between
two and three days, concomitant fracture patients experienced noticeably longer hospital stays,
ranging from 7 to 8 days with a mean duration of 5.7 days.
Strengths and Limitations
Our study tried to highlight the number of maxillofacial trauma cases during a period of 1.5 years
and to report the demographic data of the subjects, maxillofacial trauma cause, evolution, and
treatment modality. The practical utility of our results may encourage readers to prevent maxillofacial
trauma by careful supervision of the possible etiological factors, and practitioners to enhance
treatment modalities. Another study strength is the availability of high-quality CBCT images, that
could aid in establishing a proper diagnosis of the fracture location, as well as the presence of
associated fractures of the maxillofacial area. Not least, we have had also MRI images, which allowed
better visualization of the soft-tissue involvement and their relationship with the fracture.
There are some limitations to our study. The first limitation refers to the fact that it was a
retrospective study, with no patient follow-up. The reduced number of subjects, as well as the short
observation period should be mentioned. Another important issue to consider is the data collection
process, as patient charts had different investigation methods for maxillofacial trauma.
Implications for Practice and Future Research
Future prospective studies, with a large number of subjects, on a longer observation period are
encouraged to gain evidence on the causes, evolution, and treatment possibilities of maxillofacial
trauma. This way, clinicians could better monitor the management of maxillofacial trauma, its
progression, and treatment possibilities, as well as the implications on patients’ quality of life.
Conclusion
Our study showed that maxillofacial fractures occurred in young adults, especially in male subjects.
In terms of etiology, aggression was the most encountered factor. CBCT scan of the skull is an
effective method for maxillofacial fracture diagnosis. Our study underlines the importance of
considering the demographic parameters of maxillofacial trauma and raises awareness about a critical
issue regarding medical emergencies. According to the study, fractures are significant from both a
demographic and socioeconomic perspective.
List of abbreviations
SD = standard deviation
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CT = computed tomography
CBCT = cone-beam computed tomography
3D = three dimensional
Conflict of Interest
The authors declare that they have no conflict of interest.
References
1. Malick R, Sham ME, Menon S, Kumar V, Archana S, Mathews S. Ophthalmic Complications
Associated with Zygomatic Complex Fractures: A Randomised Descriptive Clinical Study. J
Maxillofac Oral Surg. 2022 Jun;21(2):386-95.
2. Diab J, Moore MH. Patterns and characteristics of maxillofacial fractures in women. Oral
Maxillofac Surg [Internet]. 2022 Jun 9 [cited 2022 Jun 19]; Available from:
https://link.springer.com/10.1007/s10006-022-01085-8
3. Rao SJ, Tu RK, Blackwood DP, Haas CJ. Traumatic temporal bone fracture with middle ear
effusion: A case report. Radiology Case Reports. 2022 Apr;17(4):1124-7.
4. Cruse CW, Blevins PK, Luce EA. Naso-ethmoid-orbital Fractures: The Journal of Trauma:
Injury, Infection, and Critical Care. 1980 Jul;20(7):551-6.
5. Dubron K, Verbist M, Shaheen E, Dormaar TJ, Jacobs R, Politis C. Incidence, Aetiology, and
Associated Fracture Patterns of Infraorbital Nerve Injuries Following Zygomaticomaxillary
Complex Fractures: A Retrospective Analysis of 272 Patients. Craniomaxillofacial Trauma &
Reconstruction. 2022 Jun;15(2):139-46.
6. Raghoebar II, Rozema FR, de Lange J, Dubois L. Surgical treatment of fractures of the
zygomaticomaxillary complex: effect of fixation on repositioning and stability. A systematic
review. British Journal of Oral and Maxillofacial Surgery. 2022 May;60(4):397-411.
7. Rozema R, Moumni ME, de Vries GT, Spijkervet FKL, Verbeek R, Kleinbergen JYJ, et al., the
REDUCTION study group. A clinical decision aid for patients with suspected midfacial and
mandibular fractures (the REDUCTION-I study): a prospective multicentre cohort study. Eur J
Trauma Emerg Surg [Internet]. 2022 Apr 16 [cited 2022 Jun 19]; Available from:
https://link.springer.com/10.1007/s00068-022-01968-1
8. Graillon N, Guyot L, Sigaux N, Louvrier A, Trost O, Lutz JC, et al. Do mandibular miniplates
increase the risk of complex fracture in facial trauma recurrence? Case series. Journal of CranioMaxillofacial Surgery. 2021 Jul;49(7):613-9.
9. 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. Journal of Stomatology, Oral and Maxillofacial Surgery.
2022 May;S2468785522001367.
10. Reich W, Surov A, Eckert AW. Maxillofacial trauma – Underestimation of cervical spine injury.
Journal of Cranio-Maxillofacial Surgery. 2016 Sep;44(9):1469-78.
11. Gujrathi R, Tang A, Thomas R, Park H, Gosangi B, Stoklosa HM, Lewis-O’Connor A, Seltzer
SE, Boland GW, Rexrode KM, Orgill DP, Khurana B. Facial injury patterns in victims of intimate
partner violence. Emerg Radiol [Internet]. 2022 May 3 [cited 2022 Jun 19]; Available from:
https://link.springer.com/10.1007/s10140-022-02052-2
12. Rogan DT, Fang A. Pediatric Facial Trauma. In: StatPearls [Internet]. Treasure Island (FL):
StatPearls
Publishing;
2022
[cited
2022
Jun
19].
Available
from:
http://www.ncbi.nlm.nih.gov/books/NBK558932/
13. Jones CM, Schmalbach CE. Zygomaticomaxillary Fractures. Facial Plastic Surgery Clinics of
North America. 2022 Feb;30(1):47-61.

54

Appl Med Inform 44(2) June/2022

Fractures Associated with Maxillofacial Trauma

14. Saboury M, Latifi NA, Saboury S, Akbarikia S, Latifi F, Khaleghian M, Kalantar Motamedi MH.
Underestimated Craniomaxillofacial Fractures Due to Firework. World J Plast Surg. 2021
Sep;10(3):46-53.
15. Lucke-Wold B, Pierre K, Aghili-Mehrizi S, Murad GJA. Facial Fractures: Independent Prediction
of Neurosurgical Intervention. Asian J Neurosurg. 2021 Dec;16(4):792-6.
16. Rogan DT, Ahmed A. Pediatric Facial Fractures. In: StatPearls [Internet]. Treasure Island (FL):
StatPearls
Publishing;
2022
[cited
2022
Jun
19].
Available
from:
http://www.ncbi.nlm.nih.gov/books/NBK563256/
17. Grunwaldt L, Smith DM, Zuckerbraun NS, Naran S, Rottgers SA, Bykowski M, Kinsella C, Cray
J, Vecchione L, Saladino RA, Losee JE. Pediatric Facial Fractures: Demographics, Injury
Patterns, and Associated Injuries in 772 Consecutive Patients. Plastic and Reconstructive Surgery.
2011 Dec;128(6):1263–71.
18. Rodríguez-Iranzo G, González-Valdivia H, Montolío-Marzo S, Casas-Gimeno E. Orbital
fracture with involvement of the lacrimal sac in a child. Journal Français d’Ophtalmologie. 2022
May;S0181551222001954.
19. Haavisto AK, Sahraravand A, Puska P, Leivo T. Eye Injuries Caused by Wooden Projectiles in
Finland. Wilderness & Environmental Medicine. 2022 May;S1080603222000540.
20. Zachariades N, Mezitis M, Mourouzis C, Papadakis D, Spanou A. Fractures of the mandibular
condyle: A review of 466 cases. Literature review, reflections on treatment and proposals. Journal
of Cranio-Maxillofacial Surgery. 2006 Oct;34(7):421-32.
21. Huang LK, Huang CS, Tu HF, Chiang KH, Bajani F, Fu CY. A Prediction Model for Selective
Use of Facial Computed Tomography in Blunt Head Trauma Patients. Plastic & Reconstructive
Surgery. 2021 Oct;148(4):583e-91e.
22. Sitzman TJ, Sillah NM, Hanson SE, Gentry LR, Doyle JF, Gutowski KA. Validation of Clinical
Criteria for Obtaining Maxillofacial Computed Tomography in Patients With Trauma. Journal of
Craniofacial Surgery. 2015 Jun;26(4):1199-202.
23. Cellina M, Cè M, Marziali S, Irmici G, Gibelli D, Oliva G, Carrafiello G. Computed tomography
in traumatic orbital emergencies: a pictorial essay—imaging findings, tips, and report flowchart.
Insights Imaging. 2022 Dec;13(1):4.
24. Microsoft Excel. Microsoft; Microsoft Office 365, MS, Redmond, WA. 2019. (365).
25. NCSS 10 Update - NCSS [Internet]. [cited 2022 Jun 19]. Available from:
https://www.ncss.com/download/ncss/updates/ncss-10/
26. Bogusiak K, Arkuszewski P. Characteristics and Epidemiology of Zygomaticomaxillary Complex
Fractures. Journal of Craniofacial Surgery. 2010 Jul;21(4):1018-23.
27. Chu YY, Yang JR, Pek CH, Liao HT. Application of real-time surgical navigation for zygomatic
fracture reduction and fixation. Journal of Plastic, Reconstructive & Aesthetic Surgery. 2022
Jan;75(1):424-32.
28. Raschke GF, Rieger UM, Bader RD, Schaefer O, Guentsch A, Hagemeister C, Schultze-Mosgau
S. The zygomaticomaxillary complex fracture – An anthropometric appraisal of surgical
outcomes. Journal of Cranio-Maxillofacial Surgery. 2013 Jun;41(4):331-7.
29. Cho J, Kim Y, Choi Y. Three-dimensional analysis of facial asymmetry after zygomaticomaxillary
complex fracture reduction: a retrospective analysis of 101 East Asian patients. Arch Craniofac
Surg. 2021 Jun 20;22(3):148-53.
30. Brucoli M, Boffano P, Broccardo E, Benech A, Corre P, Bertin H, et al. The “European
zygomatic fracture” research project: The epidemiological results from a multicenter European
collaboration. Journal of Cranio-Maxillofacial Surgery. 2019 Apr;47(4):616-21.
31. Alharbi FA, Makrami AM, Ali FM, Maghdi AA. Patterns and Etiology of Maxillofacial Fractures:
A 5-year Retrospective Study. J Contemp Dent Pract. 2020 Apr 1;21(4):445-52.
32. Michalak P, Wyszyńska-Pawelec G, Szuta M, Hajto-Bryk J, Zapała J, Zarzecka JK. Fractures of
the Craniofacial Skeleton in the Elderly: Retrospective Studies. IJERPH. 2021 Oct
26;18(21):11219.
33. Corrales-Reyes IE, Chaple-Gil AM, Morales-Navarro D, Castro-Rodríguez YA, Mejia CR.
Maxillofacial fractures surgically treated: a 3-year experience of a Cuban hospital. CIRU. 2021
Nov 4;89(6):5399.
[

Appl Med Inform 44(2) June/2022

55

Cristian DINU, Ionuţ MARELE, Oana ALMĂŞAN, Raluca ROMAN, Mihaela BĂCIUŢ, and Mihaela HEDEŞIU

34. Goedecke M, Thiem DGE, Schneider D, Frerich B, Kämmerer PW. Through the agesAetiological changes in maxillofacial trauma. Dent Traumatol. 2019 Apr;35(2):115-20.
35. Othman A, Al-Mofreh Al-Qahtani F, Al-Qahtani H, Jaber M, Bishawi K, Hassan Khamis A, AlShanably A. Traumatic brain injuries and maxillofacial fractures: a systematic review and metaanalysis. Oral Maxillofac Surg [Internet]. 2022 May 24 [cited 2022 Jun 19]; Available from:
https://link.springer.com/10.1007/s10006-022-01076-9
36. Bergeron JM, Raggio BS. Zygomatic Arch Fracture. In: StatPearls [Internet]. Treasure Island
(FL): StatPearls Publishing; 2022 [cited 2022 Jun 19]. Available from:
http://www.ncbi.nlm.nih.gov/books/NBK549898/
37. Larrabee KA, Kao AS, Barbetta BT, Jones LR. Midface Including Le Fort Level Injuries. Facial
Plastic Surgery Clinics of North America. 2022 Feb;30(1):63-70.
38. Oliveira LB, Marcenes W, Ardenghi TM, Sheiham A, Bönecker M. Traumatic dental injuries and
associated factors among Brazilian preschool children. Dent Traumatol. 2007 Apr;23(2):76-81.
39. Ghorbani F, Khalili M, Ahmadi H. The evaluation of alveolar fractures of trauma patients in
Iran. BMC Oral Health. 2021 Dec;21(1):499.
40. Tabatabaee A, Javanbakht A, Mohammadi Khah M, Shahsavari-Pour M, Dehabadi F.
Comparison of therapeutic results of closed and open repair of mandibular condylar fractures.
Int J Burns Trauma. 2021;11(5):385-90.
41. Zaleckas L, Pečiulienė V, Gendvilienė I, Pūrienė A, Rimkuvienė J. Prevalence and etiology of
midfacial fractures: A study of 799 cases. Medicina. 2015;51(4):222–7.
42. van Hout WMMT, Van Cann EM, Muradin MSM, Frank MH, Koole R. Intraoperative imaging
for the repair of zygomaticomaxillary complex fractures: A comprehensive review of the
literature. Journal of Cranio-Maxillofacial Surgery. 2014 Dec;42(8):1918-23.
43. Reiter MJ, Schwope RB, Theler JM. Postoperative CT of the Mandible Following Trauma:
Review of Normal Appearances and Common Complications. Academic Radiology. 2019
May;26(5):686-98.

56

Appl Med Inform 44(2) June/2022

