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Abstract
Background: Trauma remains a leading cause of 
morbidity and mortality in Australia. The objective 
of this South Australian study was to analyse 
epidemiological trends in facial fractures and 
assess the relationship between socioeconomic 
disadvantage and clinical outcomes. 

Method: A retrospective analysis of the relationship 
was conducted between socioeconomic 
disadvantage and facial fractures. All paediatric and 
adult patients with facial fractures who attended 
the Royal Adelaide Hospital and the Women’s and 
Children’s Hospital Adelaide between January 
2012 and January 2017 either as in- or outpatients. 
The medical records, progress notes, imaging and 
operative notes from plastics, craniofacial and oral 
maxillofacial surgery teams were retrospectively 
collated into a registry and reviewed. Ethics approval 
was granted from the RAH Human Research and 
Ethics Committee [HREC/17/RAH/402].

Results: A total of 2559 patients, 1976 males (77.2%) 
and 583 females (22.8%), sustained a facial fracture. 
The most disadvantaged group had the highest 
proportion of facial fractures (36.9%), with the highest 
incidence in the 25–34 age group (22.4%). Assaults 
were the most common injury with decreasing odds 
as socioeconomic advantage increased (p<0.05). 
Orbitozygomatic fractures were the most common 
type of facial fracture (27.7%). Indigenous patients 
were more likely (OR=2.8) to have surgery compared 
to non–indigenous patients (p<0.05). There were no 
significant differences in length of stay between 
socioeconomic groups (F(4,964.387)=2.091, p = 0.080).

Conclusion: Socioeconomic status strongly 
influences the mechanisms on injury, types of 
fracture and likelihood of surgery with the most 
disadvantaged having higher rates compared to the 
least disadvantaged.

Keywords: South Australia, facial injuries, social class, 
socioeconomic factors, registries
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This paper is presented in two parts: part one 
includes methods (study setting, design and data, 
costs and statistics) and results (aetiology, fracture 
type, treatment, complication and hospitalisation); 
part two includes discussion (mechanism of injury, 
type of fracture, clinical outcomes), limitations 
and conclusion and should be considered a direct 
continuation of part one. 

Discussion
South Australia (SA) is second only to Tasmania 
among Australian states in its distribution of 
economic disadvantage with one quarter of its 
population represented in the most disadvantaged 
group of Australians. Almost three quarters of the 
population are in the first to third quintile with only 
a small proportion (8.9%) in the least disadvantaged 
group.14 This study strongly reflects the Australian 
Bureau of Statistics population data with the 
distribution of maxillofacial fractures providing 
a unique perspective on the social determinants 
of health that impact the aetiology and type of 
fracture and, invariably, the clinical outcome and 
costs. The importance of understanding these 
determinants is key for prevention campaigns 
and minimising costs where maxillofacial trauma 
in New South Wales, Australia, estimated costs to 
account for over $30 million annually.15 

Mechanism of injury

Road traffic accidents

Assaults, RTA and falls represent the leading 
causes of facial trauma worldwide but their 
relative frequencies have changed over the 
years due to various interventions.16 Although 
RTA remains an important cause in developing 
countries, our findings are consistent with reports 
of their overall decrease in the past 30 years.17 

The shift from high energy to low energy trauma, 
legislative changes and the introduction of airbags 
have resulted in shifts in the aetiology of facial 
fractures, with similar findings in other studies.18 
The most disadvantaged population group had a 
higher proportion of RTA related facial fractures 
compared to the least disadvantaged across all 
age groups. The younger group (18–25 years) 
represented one fifth of all RTA injuries, consistent 
with Australian data that younger drivers with 
lower socioeconomic status are at increased risk of 
crash related hospitalisations compared to drivers 
with higher socioeconomic status.19 

Assault

Assaults remain a serious cause of maxillofacial 
injuries in men and women.20 Our previous study 
in the 1990s showed that assaults represented 
almost half of all cases, followed by RTA and 
sports related injuries.21 Our current experience 
again confirms that assaults are the most common 
cause for facial fractures in SA.22 While there are 
many complex and confounding factors involved 
in the relationship between assaults and social 
deprivation, it is established that disadvantaged 
groups have a higher prevalence of risk factors for 
physical violence such as alcohol and drug abuse.23 
Wilson and colleagues’ study of 290 mandibular 
fractures in Bristol, UK, identified a strong 
relationship between deprivation and the incidence 
of mandibular fractures with a significant trend of 
increasing frequency of assault with worsening 
deprivation.24 Our experience showed lower 
rates of assault compared to south west England, 
but held overall similarities regarding the most 
disadvantaged group who present with a greater 
proportion (45.2%) of the total number of assaults. 
Those from lower socioeconomic groups are 
more likely to have facial fractures from assault 
compared to the least disadvantaged. Further 
elaborating on age and sex, this study highlights 
people aged 18–25 years from higher socioeconomic 
groups are less likely (33.4%) to have a facial 
injury compared to the most disadvantaged group. 
We also established that young men are more 
likely to experience assaults based on risk taking 
behaviours than young women, with the highest 
incidence among the most disadvantaged. The odds 
of a male sustaining a facial fracture from assault 
decreases by socioeconomic level of advantage 
(40.0%), however, there are notable differences 
between the more and less disadvantaged groups 
(Figure  2). Interestingly, the non-linear, subtle 
differences among quintiles suggest variations 
among the groups and are likely reflective of a 
wider range of education, income and housing 
within postcode areas. 

Among indigenous people, assault was the most 
common mechanism of injury with greater odds 
(OR=2.926) compared to non–indigenous people. 
Kruger and colleagues’ retrospective analysis of 
jaw fractures in indigenous people likewise found 
significantly higher rates across all age groups 
compared to non–indigenous people.25 Our study 
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further established higher rates of mandibular 
fractures and lower rates of orbitozygomatic 
fractures (Table 6). Women who experience 
assault are a growing concern with evidence that 
physical violence against women by a male partner 
appears to be strongly associated with social 
deprivation.26,27 Interpersonal violence was present 
in approximately one quarter (26.4%) of all female 
facial fractures with the majority of female assault 
cases (54.0%) in the most disadvantaged group. 
Compared to this group, the odds of a woman 
experiencing assault decreases significantly with 
each quintile suggesting that they are less exposed 
to risk factors for violence such as household 
distress. The risk factors for domestic violence are 
complex but an Australian longitudinal study has 
attributed household distress (such as substance 
abuse, mental illness or living in non–metropolitan 
areas) to a higher likelihood of domestic violence.28 

Falls

Falls in the elderly account for a growing subgroup 
of maxillofacial injuries that can result in 
serious morbidity and mortality. With an ageing 
population, the percentage of falls and related 
comorbidities presenting to a maxillofacial unit 
will challenge medical practice.29 In Australia, 
maxillofacial fractures are the third most common 
trauma in falls in the elderly after neck of femur 
and upper limb fractures.30 The elderly represent 
another high–risk group associated with inverse 
inflammatory responses and immunocompromise 
and substantial delay in wound healing.31 A 
retrospective study of 209 elderly patients in the 
USA reported falls as the cause of 11 per cent of 
all facial fractures in this cohort;32 in contrast, 
we reported a higher rate of falls (13.9%) of all 
facial fractures. The vast majority occur in the 
elderly, however, in the 45–55 age group, the least 
disadvantaged were 3.2 times more likely to have 
a fall compared to the most disadvantaged group 
due to alcohol use and outdoor activities. 

Sports

Sports related facial fractures occurred most 
frequently among youths, but the rate of 
participation in sport is not uniform across 
socioeconomic status. A 2005 Australian study by 
Salmon and colleagues found that participation 
was greater in children from least disadvantaged 

groups than more disadvantaged.33 The least 
disadvantaged children were approximately 
three times more likely to have a facial fracture 
than the most disadvantaged. Both 18–25-year-
olds and youths were more likely to participate in 
sport and engage in physical activities than their 
most disadvantaged counterparts, with popular 
sports like Australian Football League, bicycle 
motocross racing or rugby union resulting in 
injuries. Dollman and Lewis’ SA study showed that 
least disadvantaged kids often have less access 
to sporting facilities, provision of equipment and 
less parental support.34 These findings affirm our 
results with the least disadvantaged kids having 
a greater level of engagement, which is reflective 
of the greater risk of injury compared to the most 
disadvantaged. 

Work 

European data has shown that men, younger 
employees and those in lower occupational 
classes are more prone to work injuries.35 Half of 
the workers who sustained injuries were in the 
third and fourth quintile, which is consistent with 
findings that the most disadvantaged are more 
likely to be unemployed and have lower incomes 
and in turn have lower odds of a work place related 
injury. 

Animal

Animal related injuries, largely equine, were 
normally distributed with most injuries occurring 
in the most disadvantaged group. Schroter 
and colleagues’ 2017 study reported similar 
distributions among men and women (40.2 vs 24.5 
years, 42.8 vs 33.1 years) with the younger female 
group considered as a high–risk group in equestrian 
sports with similar degrees of associated injuries.36  

Type of fracture

Orbitozygomatic

Orbitozygomatic fractures represent the most 
common type of facial fracture, consistent with 
similar Australian and international studies.37,38  

Shahim and colleagues’ Australian study of 1339 
major trauma injuries reported 299 (22.3%) 
orbtiozygomatic (maxilla) fractures, however, our 
study included all maxillofacial fractures and is 
representative of both minor and major trauma. 
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from RTA then falls, consistent with the global 
literature.31 Van den Bergh and colleagues’ study 
demonstrated lower cervical spine injuries (0.2%) 
were solely from RTA, reflective of higher energy 
trauma.20 The aetiolgoical changes in cervical spine 
injuries today are reflective of the shift away from 
RTA presentations to an increase in falls. As such, 
all patients with maxillofacial fractures should 
be systematically assessed for cervical spine and 
concomitant injuries, particularly for groups with 
a high risk of RTA and falls. 

Associated injuries

Associated injuries in Adelaide have increased from 
11.3 to 24.7 per cent with two key risks groups from 
RTA and falls who are more likely to sustain higher 
energy trauma. Of the total associated injuries, 
approximately one quarter (24.7%) sustained a 
neurological injury. Although our rate of brain 
injury was lower, Hohlreider and colleagues’ study 
reported brain injuries ranging from 2.5 to 9.7 per 
cent depending on the facial fracture type.45

Clinical outcomes

There are notable trends in the disadvantaged 
group and indigenous population with almost 
half the cases admitted to hospital. The most 
disadvantaged group had consistently higher 
proportions of admissions across all age groups, 
except in the elderly. By age group, the youngest 
most disadvantaged group had significantly 
higher admission rates than those from other 
age groups and disadvantage levels. Interestingly, 
the middle disadvantaged group was the second 
largest group for admissions across all ages, but 
the elderly represented the largest. Admissions by 
principal diagnosis did not show any statistically 
significant odds by age group and socioeconomic 
status, but the proportion of hosptilisations drew 
attention towards the most disadvantaged groups, 
particularly those aged between 18–45 years. In 
contrast, the least disadvantaged were less likely to 
be admitted in all age groups. This may be attributed 
to the smaller likelihood of facial trauma, however, 
hospitalisation and transfer to other private 
hospitals may be a confounding factor. Kruger and 
colleagues’ retrospective analysis reported similar 
rates to our study with higher hospitalisation 
rates for indigenous people compared to others, 
particularly those who are male, live in rural and 

Fractures that involve the maxilla are usually the 
result of high energy blunt forces from assaults, 
falls, sports and RTA. In our study, there was a 
higher proportion of orbitozygomatic fractures 
within the most disadvantaged group compared to 
the least disadvantaged. 

Orbit

Fractures of the orbit were the second most 
common type of fracture to occur, consistent with 
Alvi and colleagues’ Australian study.39 One in four 
people sustained an orbital floor fracture with 
the odds decreasing from the most disadvantaged 
group to least, however, this occurred principally in 
the 25–35 age group with the most disadvantaged, 
largely from assaults.

Mandibular 

Edwards and colleagues’ SA study showed 
over one third (38.9%) of facial fractures were 
mandibular fractures with half caused by assaults, 
predominantly involving young men.40 Compared 
to international studies,41,42 assault represented 
approximately half of the mandibular fractures 
but there has been an overall shift in patterns in 
Adelaide over the years. In the representation of 
mandibular fractures, RTA have decreased (21.0% 
to 7.2%) but falls in the elderly (17.8%) and sporting 
injuries (20.5%) have increased. Compared to 
the 18–25 most disadvantaged group, there were 
half the numbers of mandibular fractures in the 
middle disadvantaged group and a third in least 
disadvantaged group, respectively. A mandibular 
fracture is less likely (50.0%) to occur in the 
middle disadvantaged group compared to the 
most disadvantaged group likely attributable to 
greater risk-taking behaviors in younger men and 
substance abuse. 

Sinus

The least disadvantaged group aged 25–35 years 
were four times more likely to have a frontal sinus 
fracture compared to the most disadvantaged 
group (p<0.05) largely accounted for by sport or 
animal related injuries. 

Cervical spine

The incidence rate for cervical spine fractures is 
reported between two and 10 per cent.43,44 Of cervical 
spine injuries (1.7%), almost half (45.5%) occurred 
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remote areas and who are socio-economically most 
disadvantaged.25 The most disadvantaged groups 
had an overall greater likelihood of injury that 
required surgical intervention. The odds of surgery 
decreased significantly across each socioeconomic 
group with the least disadvantaged yielding 
less chance of an operation (surgery=62.4%, 
ORIF=60.8%). These findings highlight that each 
quintile is less likely to sustain facial trauma 
compared to the most disadvantaged, but age 
group showed no statistical significance. For the 
most disadvantaged, who are more likely to have 
facial fractures from assaults that require surgery 
(and ORIF), if aged between 25–35 years, they are 
two times more likely to require an ORIF compared 
to the middle disadvantaged group. 

A Western Australian study on socioeconomic 
disadvantage showed that, in oral related disease, 
those who are most disadvantaged stayed on 
average longer in hospital than others and the 
average cost per admission was highest in this 
group.46 While this study did not specifically focus 
on facial fractures, it provides additional insight 
into the general trend of oral care. Although there 
were no statistically significant differences in mean 
length of stay between the different socioeconomic 
groups (F(4,964.387)=2.091, p=0.080; Table 8) the 
data from this study concurs with our results that 
the middle disadvantage group are second to the 
most disadvantaged group in presentations for 
facial trauma. Interestingly, the most disadvantaged 
group may present with more facial fractures, but 
based on mean length of stay compared to the 
middle disadvantage group, they are less likely to 
be admitted. 

A unique socioeconomic comparison between these 
two groups, the most disadvantaged and the middle 
disadvantage, is tenable within the population. On 
one hand, there is the least disadvantaged who 
generally do not have fractures and have less 
procedures compared to the most disadvantaged; 
and then there is the middle disadvantage group 
who have more presentations for facial trauma, 
are less likely to injure themselves and have 
operations, but are more readily using the health 
care services compared to the most disadvantaged. 
This thought-provoking finding reflects the 
nuances among socioeconomic groups in SA where 
linearity does not consistently and clearly exist 

in the analysis. These findings highlight the need 
for public policy focused on trauma for these two 
groups, particularly the most disadvantaged as 
they are overall less likely to seek medical care. 
The measures of cost are generally conservative 
and, in many cases, indirect costs from travel and 
time are not included. Furthermore, indigenous 
people were noted to have longer hospital stay and 
higher rates of complications but travel, regional 
or rural living and different social systems must be 
accounted for. 

The social gradient has been well documented 
and numerous studies have demonstrated this in 
the Australian context of oral health.47 This study 
demonstrates findings consistent with other parts 
of the developed and developing world that areas 
of high socioeconomic deprivation have higher 
incidences of all trauma.48,49,50 The geospatial 
mapping of risk for facial fractures is a useful tool 
for policy makers and local health networks to 
target and deliver focused intervention strategies 
around areas of disadvantage. These findings 
provide insight into the need for educational 
awareness about specifically vulnerable groups 
and instilling holistic multidisciplinary care early 
to improve clinical outcomes.  

Limitations

This study significantly advances Australian 
research, specifically within the SA population, for 
understanding the impact of socioeconomic status 
on maxillofacial fractures, their management 
and costs. By using postcode areas we were able 
to provide a detailed analysis on socioeconomic 
characteristics in SA, identifying both high 
and low risk residential groups. Although this 
method of analysis has been used in other areas 
of medical research, this is the first Australian 
focused, geospatial and socioeconomic analysis 
of deprivation to specifically examine the 
determinants of injury on maxillofacial fractures. 
This study covers the whole of SA, including rural 
and regional areas and with the major tertiary 
and quaternary trauma units making it the 
closest representation of the SA population in the 
literature. 

Limitations include retrospective bias, selection 
bias and collection of data. All attempts to 
document and include patients in the registry 
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relied heavily upon the accuracy of trainees to 
document and record entries. However, in cases of 
abuse or domestic violence, the exact mechanism 
of fracture and the role of substance misuse were 
not always clear. Alcohol status was inferred from 
patient history, clinical assessment and/or blood 
alcohol levels. Formal blood alcohol levels were 
not mandatorily taken for trauma patients and 
compliance for testing is equivocal across centres. 
Prospective studies should include a mandatory 
blood alcohol level for facial fracture injuries 
presenting to an emergency department, just 
like Canadian studies have previously instilled in 
tertiary centres for trauma.51

One of the strengths and limitations with this study 
is the use of postcodes to understand socioeconomic 
impact. The use of socioeconomic parameters and 
timing of injury (SEIFA) is essentially derived 
from the population weighted average of smaller 
unit scores but one of the concerns with its use 
is the possibility of masking socioeconomic 
diversity within an area. South Australia, unlike 
other Australian states, has three quarters of 
the population in the most disadvantaged to 
middle disadvantaged groups; the middle group 
has notable observations of social diversity 
and heterogeneity of socioeconomic status that 
was reflected in presentations, admissions and 
rates of seeking medical care. Although the 
sample size is one of the largest in Australia, the 
use of postcodes is a proxy for socioeconomic 
disadvantage within which individual diversity 
of an area must be considered. The decision not 
to include a sub analysis of SEIFA based scores 
specific for indigenous Australians was based on 
statistical and conceptual reasons concerning 
housing, residency and connection to country, 
however, future analysis specifically on indigenous 
presentations would be invaluable.52 Ongoing 
longitudinal surveys of maxillofacial fractures 
are crucial to understanding epidemiological 
patterns and trends. In future studies, we intend 
to report the findings of the specific subgroups and 
comparatively assess their changes over time. 

Conclusion
The changes in SA over recent decades reflect similar 
findings and are consistent with the Australian 
and international literature. Road and traffic 

accidents are decreasing due to changes to driving 
laws but falls and sports injuries are becoming an 
increasing presentation to trauma units. The most 
disadvantaged group are more likely to have a 
facial fracture from assaults with significant odds 
decreasing between least disadvantage groups. 
Fracture type has shifted towards the midface, 
orbitozygomatic and orbits, as the most common 
type of injury. The socioeconomic distributions of 
these injuries are greatly represented in the most 
disadvantaged group with odds decreasing per 
quintile. 

This study shows that socioeconomic status 
strongly influences the mechanism of injury, type of 
fractures and surgery with the most disadvantaged 
having higher proportions compared to the least 
disadvantaged. The socioeconomic determinants 
of health are complex and an understanding of 
high-risk groups can aid in clinical assessment, 
education and multidisciplinary care. Public 
policy and interventions should focus on the most 
marginalised groups to reduce these inequalities. 
Understanding facial fracture aetiology and 
management requires considerable attention 
to vulnerable groups. The multidisciplinary 
approach unique to South Australia incorporates 
these salient points in vocational education and 
surgical management so multiple specialties can 
use sub-specialty skills to optimise patient care and 
clinical outcomes. A sound understanding of social 
determinants and a comprehensive registry with 
ongoing surveillance will provide clinicians with 
the armamentarium needed to stratify risks and 
better manage those from disadvantaged areas 
presenting with facial trauma. 

Acknowledgements

We would like to extend our acknowledgement to 
the members of the plastics, craniofacial and oral 
maxillofacial unit whom provided ongoing support 
in the project and collection of the data. The 
members of the Australian Craniofacial Unit whom 
supported this project: Mr Walter Flapper, Mr 
Benjamin Grave, Professor David David, Professor 
Peter Anderson and Mr Mark Moore; Professor 
Paul Sambrook and Mr Yugesh Caplash for their 
support from their respective departments; Dr 
Ekavi Georgousopoulou for her ongoing statistical 
support in assisting me to shape my ideas.



FEATUREDiab et al: South Australian facial trauma: a population analysis of social economic deprivation and facial fractures—part two

ISSN: 2209–170X  Australas J Plast Surg. 2021.4(2)42

Patient consent

Patients/guardians have given informed consent to 
the publication of images and/or data.

Conflict of interest

The authors have no conflicts of interest to disclose.

Funding declaration

The authors received no financial support for the 
research, authorship, and/or publication of this 
article.

References
14 Wise P, Matthews R. Research paper: Socio-economic index-

es for areas: getting a handle on individual diversity within 
areas [PDF on Internet]. Canberra: Australian Bureau of 
Statistics. [Released 12 September 2011; cited September 
2020]. Available from: https://www.abs.gov.au/ausstats/
abs@.nsf/mf/1351.0.55.036

15 Moncrieff NJ, Qureshi C, Deva AK. A comparative cost 
analysis of maxillofacial trauma in Australia. J Craniofac 
Surg. 2004;15(4):686–91. https://doi.org/10.1097/00001665-
200407000-00030. PMid:15213554

16 Gassner R, Tuli T, Hachl O, Rudisch A, Ulmer H. Cranio-max-
illofacial trauma: a 10 year review of 9,543 cases with 
21,067 injuries. J Cranio-maxillo-facial Surg. 2003;31(1):51–
61. https://doi.org/10.1016/S1010-5182(02)00168-3.

17 Telfer MR, Jones GM, Shepherd JP. Trends in the aetiology 
of maxillofacial fractures in the United Kingdom (1977–87). 
Br J Oral Maxillofac Surg. 1991;29(4):250–55. https://doi.
org/10.1016/0266-4356(91)90192-8.

18 Hutchison IL, Magennis P, Shepherd JP, Brown AE. The 
BAOMS United Kingdom survey of facial injuries part 1: 
aetiology and the association with alcohol consumption.  
Br J Oral Maxill Surg. 1998;36(1):3–13. https://doi.
org/10.1016/S0266-4356(98)90739-2

19 Chen HY, Ivers RQ, Martiniuk ALC, Boufous S, Senserrick 
T, Woodward M, Stevenson M, Norton R. Socioeconomic 
status and risk of car crash injury, independent of place of 
residence and driving exposure: results from the DRIVE 
Study. J Epidemiol Community Health. 2010;64(11):998–1003. 
https://doi.org/10.1136/jech.2009.091496. PMid:19822556

20 van den Bergh B, Karagozoglu KH, Heymans MW, Forou-
zanfar T. Aetiology and incidence of maxillofacial trauma 
in Amsterdam: a retrospective analysis of 579 patients. 
J Craniomaxillofac Surg. 2012;40(6):165–69. https://doi.
org/10.1016/j.jcms.2011.08.006. PMid:21917471

21 Lim LH, Lam LK, Moore MH, Trott JA, David DJ. Associat-
ed injuries in facial fractures: review of 839 patients. Br J 
Plast Surg. 1993;46(8):635–38. https://doi.org/10.1016/0007-
1226(93)90191-D.

22 Adi M, Ogden GR, Chisholm DM. An analysis of mandibular 
fractures in Dundee, Scotland (1977–85). Br J Oral Maxil-
lofac Surg. 1990;28(3):194–99. https://doi.org/10.1016/0266-
4356(90)90088-3.

23 Baumann M, Spitz E, Guillemin F, Ravaud JF, Choquet M, Fa-
lissard B, Chau N, Lorhandicap group. Associations of social 
and material deprivation with tobacco, alcohol, and psy-
chotropic drug use, and gender: a population-based study. 
Int J Health Geogr. 2007;6:50. https://doi.org/10.1186/1476-
072X-6-50. PMid:17996098 PMCid:PMC2211297

24 Wilson MH, Robinson JP, Sisson RT, Revington PJ, Thomas 
SJ. The effect of deprivation on the incidence of mandib-
ular fractures in a British city. Surgeon. 2017;15(2):65–68. 
https://doi.org/10.1016/j.surge.2016.03.008. PMid:27167904

25 Kruger E, Smith K, Tennant M. Jaw fractures in the indige-
nous and non-indigenous populations of Western Australia: 
1999–2003. Int J Oral Maxillofac Surg. 2006;35(7):658–62. 
https://doi.org/10.1016/j.ijom.2006.01.019. PMid:16513326

26 Australian Institute of Health and Welfare. Family violence 
among Aboriginal and Torres Strait Islander peoples, cat. 
no. IHW 17 [web report]. Canberra: Commonwealth of 
Australia. [Released 1 November 2006; cited 3 May 2020]. 
Available from: http://www.aihw.gov.au/publication-de-
tail/?id=6442467912.

27 Khalifeh H, Hargreaves J, Howard LM, Birdthistle I. Inti-
mate partner violence and socioeconomic deprivation in 
England: findings from a national cross-sectional survey. 
Am J Pub Health. 2013;103:462–72. https://doi.org/10.2105/
AJPH.2012.300723. PMid:22897532 PMCid:PMC3673488

28 Loxton D, Townsend N, Forder P, Coombe J. Domestic 
violence, risk factors and health: Australian longitudinal 
study on women’s health, research centre for generational 
health and ageing [PDF on Internet]. Newcastle: University 
of Newcastle. [Published August 2018; cited 2 April 2020]. 
Available from: https://plan4womenssafety.dss.gov.au/
wp-content/uploads/2019/03/domestic-violence-risk-fac-
tors-and-health-2018.pdf

29 Velayutham L, Sivanandarajasingam A, O’Meara C, Hyam 
D. Elderly patients with maxillofacial trauma: the effect of 
an ageing population on a maxillofacial unit’s workload. 
Br J Oral Maxillofac Surg. 2013;51(2):128–32. https://doi.
org/10.1016/j.bjoms.2012.05.003. PMid:22677216.

30 Cripps R, Carman J. Falls by the elderly in Australia: trends 
and data for 1998, injury research and statistics series, 
cat. no. INJCAT 35 [PDF on Internet]. Adelaide: Australian 
Institute of Health and Welfare. [February 2001; cited 
September 2020].

31 Jeschke MG, Patsouris D, Stanojcic M, Abdullahi A, Rehou 
S, Pinot R, et al. Pathophysiologic response to burns in the 
elderly. E Biomedicine. 2015;2(10):1536–548. https://doi.
org/10.1016/j.ebiom.2015.07.040. PMid:26629550 PMCid:P-
MC4634201

32 Atisha DM, Burr Tv, Allori AC, Puscas L, Erdmann D, Mar-
cus JR. Facial fractures in the aging population. Plast Re-
constr Surg. 2016;137(2):587–93, https://doi.org/10.1097/01.
prs.0000475791.31361.9a. PMid:26818295

33 Salmon J, Timperio A, Cleland V, Venn A. Trends in chil-
dren’s physical activity and weight status in high and low 
socioeconomic status areas of Melbourne, Victoria, 1985–
2001. Aust N Z J Public Health. 2005;29(4):337–42. https://
doi.org/10.1111/j.1467-842X.2005.tb00204.x. PMid:16222931



FEATUREDiab et al: South Australian facial trauma: a population analysis of social economic deprivation and facial fractures—part two

ISSN: 2209–170X  Australas J Plast Surg. 2021.4(2)43

34 Dollman J, Lewis NR. The impact of socioeconomic position 
on sport participation among South Australian youth.  
J Sci Med Sport. 2010;13(3):318–22. https://doi.org/10.1016/j.
jsams.2009.04.007. PMid:19560973

35 Eurostat, European Commission of Employment, Social 
Affairs and Equal Opportunities. Health and safety at 
work in Europe (1999–2007): a statistical portrait [PDF 
on Internet]. Luxembourg: Publications Office of the 
European Union. [Released 20 July 2010; cited September 
2020]. Available from: https://ec.europa.eu/eurostat/docu-
ments/3217494/5718905/KS-31-09-290-EN.PDF.pdf/88eef9f7-
c229-40de-b1cd-43126bc4a946?t=1414775047000.

36 Schröter C, Schulte-Sutum A, Zeckey C, Winkelmann M, 
Krettek C, Mommsen P. Unfälle im Reitsport: Analyse 
von Verletzungsmechanismen und -mustern (Accidents 
in equestrian sports: analysis of injury mechanisms and 
patterns). Unfallchirurg. 2017;120(2):129–38. https://doi.
org/10.1007/s00113-015-0074-z. PMid:26449915

37 Shahim FN, Cameron P, McNeil JJ. Maxillofacial trauma 
in major trauma patients. Aust Dental J. 2006;51(3):225–
30. https://doi.org/10.1111/j.1834-7819.2006.tb00433.x. 
PMid:17037888

38 Hogg NJ, Stewart TC, Armstrong JE, Girotti MJ. Epide-
miology of maxillofacial injuries at trauma hospitals 
in Ontario, Canada, between 1992 and 1997. J Trauma. 
2000;49(3):425e32. https://doi.org/10.1097/00005373-
200009000-00007. PMid:11003318

39 Alvi A, Doherty T, Lewen G. Facial fractures and con-
comitant injuries in trauma patients. Laryngoscope. 
2003;113(1):102–06. https://doi.org/10.1097/00005537-
200301000-00019. PMid:12514391

40 Edwards TJ, David DJ, Simpson DA, Abbott AA. Pat-
terns of mandibular fractures in Adelaide, South 
Australia. ANZ J Surg. 1994;64:307–11. https://doi.
org/10.1111/j.1445-2197.1994.tb02216.x. PMid:8179524

41 Olson RA, Fonseca RJ, Zeitler DL, Osbon DB. Fractures of 
the mandible: a review of 580 cases. J Oral Maxillofac. 
Surg. 1982;40(1):23–28. https://doi.org/10.1016/S0278-
2391(82)80011-6.

42 Ellis E, Moos KF, El-Attar A. Ten years of mandibular 
fractures: an analysis of 2,137 cases. Oral Surg Oral Med 
Oral Pathol. 1985;5:120–29. https://doi.org/10.1016/0030-
4220(85)90002-7.

43 Hackl W, Hausberger K, Sailer R, Ulmer H, Gassner R. 
Prevalence of cervical spine injuries in patients with facial 
trauma. Oral Surg Oral Med Oral Pathol Oral Radiol Endod. 
2001;92(4):370–76. https://doi.org/10.1067/moe.2001.116894. 
PMid:11598569   

44 Beirne JC, Butler PE, Brady FA. Cervical spine injuries in 
patients with facial fractures: a 1-year prospective study. 
Int J Oral Maxillofac Surg. 1995;24(1):26–29. https://doi.
org/10.1016/S0901-5027(05)80852-5.

45 Hohlrieder M, Hinterhoelzl J, Ulmer H, Hackl W, 
Schmutzhard E, Gassner R. Maxillofacial fractures mask-
ing traumatic intracranial hemorrhages. Int J Oral Max-
illofac Surg. 2004;33(4):389–95. https://doi.org/10.1016/j.
ijom.2003.10.011. PMid:15145043 

46 Kruger E, Tennant M. Socioeconomic disadvantage and 
oral-health-related hospital admissions: a 10-year analysis. 
BDJ Open. 2016;2:16004. https://doi.org/10.1038/bdjop-
en.2016.4. PMid:29607065 PMCid:PMC5842864

47 Slade GD, Spencer AJ, Roberts-Thomson KF, eds. Austra-
lia’s dental generations: the national survey of adult oral 
health 2004–06, dental statistics and research series no. 34, 
cat. no. DEN 165 [PDF on Internet]. Canberra: Australian 
Institute of Health and Welfare. ). [Published 2007; cited 
September 2020]. Available from: https://www.aihw.gov.au/
getmedia/6a66dc9c-a17b-4a45-904a-7748660133d6/adgn-
saoh04-06.pdf.aspx?inline=true.

48 Zarzaur BL, Croce MA, Fabian TC, Fischer P, Magnotti LJ. 
A population-based analysis of neighborhood socioeco-
nomic status and injury admission rates and in-hospital 
mortality. J Am Coll Surg. 2010;211(2):216–23. https://doi.
org/10.1016/j.jamcollsurg.2010.03.036. PMid:20670859 
PMCid:PMC3042251

49 Erikson R, Torssander J. Social class and cause of death. Eur 
J Public Health. 2008;18(5):473–78. https://doi.org/10.1093/
eurpub/ckn053. PMid:18562463

50 Kristensen P, Kristiansen T, Rehn M, Gravseth HM, 
Bjerkedal T. Social inequalities in road traffic deaths at age 
16–20 years among all Norwegians born between 1967 and 
1976: a multilevel analysis. Inj Prev. 2012;18(1):3–9. https://
doi.org/10.1136/ip.2011.031682   PMid:21606470      PM-
Cid:PMC3262988

51 Erdogan M, Kureshi N, Karim SA, Tallon JM, Asbridge 
M, Green RS. Retrospective analysis of alcohol testing in 
trauma team activation patients at a Canadian tertiary 
trauma centre. BMJ Open. 2018;8(11):e024190. https://doi.
org/10.1136/bmjopen-2018-024190. PMid:30429147 PM-
Cid:PMC6252682

52 Shepherd CC, Li J, Zubrick SR. Social gradients in 
the health of Indigenous Australians. Am J  Public 
Health. 2012;102(1):107–17. https://doi.org/10.2105/
AJPH.2011.300354. PMid:22095336 PMCid:PMC3490556

Continue reading

The discussion presented in this paper is based on 
data presented in ‘South Australian facial trauma: a 
retrospective population analysis of social economic 
deprivation and facial fractures—part one’. 

Supplementary online material

Appendix 1: Mechanism of injury at admission, by age 
group, in relation to socioeconomic disadvantage of area 
of residence 

Appendix 2: Primary facial fractures by age group in 
relation to socioeconomic disadvantage of area of 
residence 

Appendix 3: Odds ratios for primary facial fractures at 
admission, by age group, in relation to socioeconomic 
disadvantage of area of residence


