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Etiology and pattern of mandibular fracture in and 

around Kolar: A retrospective study 
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Abstract 
Purpose: Mandible, one of the most prominent facial bone, is more prone for fracture. Various 
causative factors are reported in the literature. Etiology and anatomic site of fracture varies from region 
to region. Retrospective study was carried out to evaluate the etiology and pattern of mandibular 
fracture in and around Kolar. 
Method: Database of 369 patients, who were treated in R.L. Jalappa Hospital and Research Center, 
Tamaka, Kolar, over a period of 6 years were included in the study. Patient data including age, gender, 
etiology and fracture site were analyzed. 
Results: Men in age group of 21-30 were more frequently affected. RTA followed by fall was the 
common etiology. Most frequently encountered fracture was parasymphysis followed by body. 
Conclusion: Etiology, incidence and pattern of fractures reflects the compliance of drivers, poor 
condition of roads, ineffective implementation of seat belt and helmet legislation. Implementation of 
strict traffic rules and improving condition of roads would decrease the incidence of RTA thus fracture. 
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1. Introduction 
Human face is the identity of an individual. Mandible, the only mobile and most prominent 
bone of maxillofacial skeleton is more prone for fracture. Mandibular fractures are the 
second most frequent facial injury, account for 15.5% to 59% of all facial fractures [1-4]. 
Mandibular fractures can occur alone or in combination with fracture of other bones in 
maxillofacial skeleton. Mandibular fractures are often associated with severe morbidity, loss 
of function, disfigurement and significant financial cost [5-7]. Fracture of mandible attracts 
maxillofacial surgeon’s interest and demands treatment due to its aesthetic and functional 
importance. 
Etiology of fracture is multifactorial and varies from region to region depends on 
socioeconomic status, cultural, technological, demographic and economic factors. Main 
mechanism of injury is inconsistent in the literature [8]. Road traffic accident is the leading 
cause of mandibular fracture in developing countries, [9] interpersonal violence and physical 
assault is the leading cause in developed countries [10]. Age and sex have been cited as 
important factors that influence the occurrence of mandibular fracture. Highest incidence is 
seen in age group of 21-30years, lowest incidence in age group of above 60 and below 5 
years [11]. 3:1 male: female ratio has been reported worldwide [12]. Fracture site depends on 
the mechanism of injury, magnitude and direction of impact, prominence of mandible and 
anatomy of site [13]. 

Purpose of our study was to evaluate etiology and pattern of mandibular fractures in and 
around Kolar. 
 
2. Method  
Retrospective study of etiology and pattern of mandibular fracture was done. 369 patients, 
aged 3-72, years who were treated for mandibular fracture in RLJH were included in the 
study. Clinical data included age, gender, etiology and fracture sustained. Etiologies were 
RTA, fall, assault, occupational injury, sports accident and pathologic fracture. Descriptive 
statistical methods like mean SD was used to present the quantitative data and proportions to 
present qualitative data. 
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3. Result  
Patient treated for mandibular fracture in RLJH over a 
period of 6 years were included in the study. 369 (325 male 
and 44 female) patients aged 3-72 were included in the 
study with mean age being 30.77years. (fig 1) 
Incidence of fracture was most commonly seen in age group 
of 21-30(42.9%), followed by 31-40(23.6%), 11-20(14.1%), 
41-50(11.4%), 51-60(4.3%), <10(2.7%) and >61(1%). (fig 
2) 
RTA (68.2%), was the main etiology for fracture followed 
by fall (11%), Assault (8.9%), Occupational injury (85.7%), 
Sports accident (4.6%) and Pathologic fracture (1.6%). (fig 3) 
Most commonly fractured anatomical site was 
parasymphysis (50.8%) followed by Body (23%), 
Symphysis (19.8%), Angle (18.2%), Condyle (13.5%), 
Dentoalveolar (2.1%), Coronoid (0.5%) and Ramus (0.2%). 
(fig 4) 
 

 
 

Fig 1: Distribution of mandibular fractures according to gender. 
 

 
 

Fig 2: Distribution of mandibular fracture according to age. 
 

 
 

Fig 3: Distribution of mandibular fracture according to etiology. 

 
 

Fig 4: Distribution of mandibular fracture according to anatomical site. 
 

4. Discussion  
Fracture one of the most common emergency seen in 
developing and developed country. Etiology varies, 
depending on cultural, socioeconomic and environmental 
factors. Demographic data related to mandibular fractures 
are difficult to evaluate because of many variables 
associated with the studies. Statistics related to mandibular 
fracture varies from country to country [14]. Traumatic 
injuries are most likely to occur under severe circumstances 
in a population who are more likely to be younger and 
potentially healthier. Study conducted worldwide reports 
Male being more frequently affected than females [1, 12] due 
to increased outdoor activity either occupational or 
recreation and increased involvement in interpersonal 
violence. Results are consistent with our study. 
Previous studies on etiology of fracture reports RTA and fall 
as leading cause in developing countries [15] and assaults and 
interpersonal violence in developed countries [12, 16-18]. RTA 
is the main etiology in our country due to poor road traffic 
rules, compliance of drivers, poor condition of vehicles as 
well as roads, lack of seat belt and helmet law legislation, 
over speeding, overloading, underage driving. Fall is the 
second most common etiology of fracture. Studies 
conducted by few authors show 16-35 years as typical age 
of occurrence of fracture [2, 16, 19-25]. Karyouti SM reported 
that age group of 0-5 are mostly affected [26]. Sakr et al 
quotes higher incidence of fracture in first decade [27]. Many 
authors quote 21-30 years as typical age of occurrence of 
fracture, [16, 18, 28-33] which is consistent with our study. 
Incidence of fracture is seen commonly in second and third 
decades as it is the active period of an individual where 
person is busy outdoors making his carrier or in recreation 
activities. Fracture is less common in pediatric due to 
monitoring and protection offered by parents and guardian, 
anatomico-morphologic peculiarities of the infantile bone, 
small body size in proportion to head, high bone to tooth 
ratio and low social and outdoor activities [34-36]. Fracture is 
less common in geriatric patient due to increased stay at 
home. Fall is the main etiology in pediatric and geriatric. 
Site of fracture depends on etiology. Adhikri reports most 
common site of fracture being parasymphysis followed by 
body, angle and condyle [37]. King et al reports 
parasymphysis followed by condyle [20]. Ahmad khan quotes 
typical fracture pattern in particular etiology, parasymphysis 
fracture in RTA, body fracture in gunshot injuries, condylar 
fracture in fall and angle in assault [38]. Rafa-Abdelsalam 
quotes coronoid as least site of fracture [39]. Study conducted 
by us shows parasymphysis followed by body as most 
common and ramus as least site of fracture.  
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5. Conclusion 
Study results show that RTA was the main etiology of 
fracture. Men, in age group of 21-30 were more affected. 
Parasymphysis followed by body was most frequently 
encountered site of fracture. Traffic law enforcement plays 
critical role in safety. Improving condition of roads, 
Motivation of drivers to follow traffic rules, strict 
monitoring of helmet and seat belt legislation would reduce 
the incidence of RTA thus Fracture.  
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