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AIM: This retrospective study evaluated whether the timing of dietary progression after mandibular fracture repair influences postoper-
ative complications (wound dehiscence, infection, and reoperation) and assessed how comorbidities, specifically diabetes and chronic
kidney disease (CKD), affect these outcomes.

METHODS: A retrospective observational analysis was conducted of 1023 patients who underwent open reduction and internal fixation
(ORIF) for mandibular fractures between 2012 and 2023. Patients were categorised into Early (<3 weeks), Standard (3 weeks), and
Delayed (>4 weeks) groups according to the interval before the introduction of a solid diet. Postoperative complications were evaluated
using multivariate logistic regression models adjusted for diabetes, CKD, and smoking.

RESULTS: Early dietary progression was initially associated with higher rates of wound dehiscence (15.2% vs. 9.6% vs. 6.6%) and
reoperation (8.2% vs. 2.0% vs. 1.6%) than the Standard and Delayed groups (p < 0.05) in univariate analysis. However, after adjusting
for confounders in multivariate analysis, CKD emerged as the strongest independent predictor of wound dehiscence (odds ratio (OR) =
2.77, p < 0.001), whereas the impact of early dietary advancement was no longer statistically significant (adjusted OR = 1.08, p = 0.58).
Multivariate analysis also identified CKD as an independent predictor of both infection and reoperation, with affected patients having
an odds ratio of 3.85 for requiring reoperation (p < 0.001), highlighting the impact of systemic metabolic dysfunction on postoperative
complications. Diabetes showed a borderline association with wound dehiscence, although it did not reach statistical significance (OR =
1.59, p=0.067).

CONCLUSIONS: Although early reintroduction of solid foods initially appeared to increase postoperative complications, CKD was
identified as the primary independent predictor of impaired wound healing when adjusting for comorbidities. Progression to a solid diet
after approximately three weeks appears generally safe; however, patients with CKD or diabetes may benefit from individualised dietary
protocols that minimise mechanical stress on the fracture site. Prospective studies are recommended to validate these findings and refine
dietary guidelines, based on individual patient risk profiles.
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cases [1,2]. Such fractures typically result from interper-
sonal violence, road traffic accidents, falls, or sports-related
injuries, and their management remains a subject of ongo-
ing debate in oral and maxillofacial surgery [3,4]. The pri-
mary goals of treatment include restoring pre-injury occlu-
sion, achieving anatomical reduction, and preventing long-
term functional impairment [5]. The transition from max-
illomandibular fixation to open reduction and internal fix-
ation (ORIF) has significantly improved mandibular frac-
ture management by providing rigid stabilisation, enabling
early jaw mobilisation, and optimising long-term functional

Introduction

Maxillofacial trauma significantly burdens emergency de-
partments worldwide, and mandibular fractures are among
the most frequently encountered injuries in facial trauma
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outcomes [6—8]. Despite these advances, postoperative re-
covery remains critical, with multiple factors—including
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surgical technique, patient comorbidities, and adherence
to postoperative recommendations—affecting healing [9].
Among these factors, dietary progression has been hypoth-
esised as a potential determinant in reducing complications
such as wound dehiscence and infection [10].

Standard clinical protocols generally recommend a gradual
return to a normal diet over 3 to 6 weeks, beginning with a
soft-diet phase to minimise mechanical strain on the frac-
ture site [11]. However, adherence to these recommenda-
tions varies among patients: some resume solid food intake
earlier than advised, while others delay dietary normalisa-
tion due to concerns about pain or fear of compromising
fracture healing. The impact of these variations remains
controversial: some studies suggest that early mastication
may increase wound stress and dehiscence, while others in-
dicate that prolonged dietary restrictions may be unneces-
sary and could cause nutritional deficiencies [10,12—15].
The three-week threshold in our study aligns with the stan-
dardised protocol in our institution, aiming to balance ade-
quate and early mobilisation of the jaw with cautious pro-
tection of the healing surgical site. We hypothesise that
patients with comorbidities, such as diabetes and chronic
kidney disease (CKD), may require a more conservative
dietary progression to minimise the risk of complications.
These conditions are known to impair wound healing and
immune function, yet their interaction with dietary progres-
sion remains underexplored. The primary objective of this
study is to evaluate whether the timing of dietary progres-
sion influences postoperative complications (wound dehis-
cence, infections, and need for reoperation) in patients un-
dergoing ORIF for mandibular fractures. The secondary
objective is to assess the impact of comorbidities, particu-
larly diabetes and CKD, on these outcomes. Understanding
the implications of dietary progression could help optimise
rehabilitation protocols, minimise complications, and en-
hance patient-centred care.

Materials and Methods

This retrospective observational study was conducted at the
Marche University Hospital, Ancona, Italy, from 1 Jan-
uary 2012, to 31 December 2023. The study adhered to
the Strengthening the Reporting of Observational Studies
in Epidemiology (STROBE) guidelines to ensure method-
ological rigour [16,17]. All patients underwent standard
clinical protocols, with ORIF as the primary treatment strat-
egy. Senior maxillofacial surgeons performed the surgeries
to ensure consistency in treatment and minimise operator-
dependent variability [18].

Study Population

The study population consisted of adult patients diagnosed
with mandibular fractures who underwent ORIF via an in-
traoral approach. Eligibility criteria required radiological
confirmation of the fracture and complete clinical docu-
mentation, including demographic details, comorbid con-
ditions, surgical details, and follow-up records. Patients
were excluded if they were younger than 18 years, had
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self-inflicted injuries, had incomplete medical records, or
were treated exclusively with extraoral surgical access. Pa-
tients admitted to the intensive care unit with prolonged
intubation or enteral feeding were also excluded, as their
perioperative management and nutritional intake differed
significantly from the standard postoperative dietary pro-
tocol. Given the retrospective nature of the study, no for-
mal sample size was calculated. However, all eligible cases
within the study period were included to maximise statisti-
cal power and generalisability.

Data Collection and Variables

Patient data were extracted from medical records, opera-
tive notes, and radiological archives. Collected variables
included demographic information, trauma aetiology, frac-
ture classification, presence of systemic comorbidities (e.g.,
diabetes and CKD), surgical details, and postoperative com-
plications such as wound dehiscence, infection, and reoper-
ation. Fractures were classified anatomically and function-
ally according to the AO-Craniomaxillofacial trauma cri-
teria [19,20]. Mandibular fractures were categorised into
specific subtypes (symphysis, body, angle, ramus, condyle,
and coronoid), with special attention to multifocal fractures
or those with contralateral associations. Radiological imag-
ing, primarily computed tomography (CT) scans, played a
central role in diagnosis and surgical planning [21]. Images
were evaluated by two independent investigators (GCir and
GCon) to ensure accuracy and consistency; any discrepan-
cies were resolved by consensus.

Dietary Management and Postoperative Follow-Up

Following surgical management of mandibular fractures,
patients were instructed to follow a structured dietary regi-
men to facilitate healing and minimise postoperative com-
plications. In the first two days after surgery, a clear liquid
diet was implemented to reduce the risk of food particles
interfering with the surgical site. This phase focused on
hydration, including water, diluted juices, and clear broths,
while minimising mechanical stress on the healing tissues.
After this initial period, patients transitioned to a soft,
non-chew diet of smoothly blended foods requiring mini-
mal oral effort. Recommended options included protein-
rich shakes, yoghurt, pureed fruit, and well-strained soups.
For individuals requiring maxillomandibular fixation, food
was blended to a consistency thin enough to be consumed
through a straw to ensure adequate caloric intake.

The third postoperative week onward, a gradual reintroduc-
tion of soft solid foods was advised, incorporating items
such as well-cooked vegetables, mashed potatoes, scram-
bled eggs, and finely minced proteins. Throughout recov-
ery, the emphasis was on maintaining sufficient caloric and
protein intake to prevent excessive weight loss and support
optimal tissue healing.

Adherence to dietary recommendations varied among pa-
tients. Some resumed solid food intake prematurely, while
others delayed dietary progression due to pain or concerns
about compromising fracture healing. Patients were retro-
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spectively categorised into three groups based on the timing
of solid diet resumption: Early (<3 weeks), Standard (3
weeks), and Delayed (>4 weeks). These thresholds were
defined according to institutional protocols and prior liter-
ature suggesting that soft-diet progression within 3 weeks
is generally associated with optimal bone healing and a
reduced risk of wound dehiscence [11,21,22]. The >4
weeks cut-off for delayed progression was chosen to reflect
a meaningful deviation, capturing patients who either re-
ported significant pain or anxiety about chewing or were
advised by the clinical team to remain on soft foods longer.
Assessment of dietary adherence was based on follow-up
visits at one week, one month, and three months postop-
eratively, during which patients’ self-reports were corrob-
orated with clinical evaluations. The professional oral hy-
giene protocol adopted in our department included a full
supragingival scaling performed 48 hours preoperatively
and the use of Chlorhexidine 0.20% [Broxo Mouthwash
(Drug), 200 mg/100 g, 001694552, SITPharma S.r.l., Mi-
lan, Italy] three times daily for one minute each time over
seven days postoperatively. The postoperative therapy ad-
ministered to patients was based on Cefazolin 1 g [Cefa-
zolin 1 g Teva (Drug), 000064007, Teva Italia S.r.1., Milan,
Italy] three times daily; Metronidazole 500 mg [Metron-
idazole 500 mg/100 mL Baxter (Drug), 001018871, Bax-
ter Italia S.p.A., Milan, Italy] three times daily; and Parac-
etamol 1 g [Paracetamol 1 g Galenica (Drug), 041160072,
Galenica Senese, Siena, Italy] three times daily. All drugs
were uniformly administered to all patients in the immedi-
ate postoperative period [23].

Statistical Analysis

Statistical analyses were performed using Jamovi Statistics
(The jamovi project 2025, 2.6.17.0, https://www.jamovi.o
rg). Continuous variables were reported as means with stan-
dard deviations or medians with interquartile ranges, de-
pending on the normality of their distribution, while cat-
egorical variables were presented as frequencies and per-
centages. Groups were initially compared using chi-square
or Fisher’s exact tests for categorical variables and f-tests
or Mann—Whitney U tests for continuous variables, where
appropriate. To account for potential confounding factors,
a multivariate logistic regression model was constructed,
adjusting for fracture type, smoking, diabetes, and CKD.
Adjusted odds ratios with 95% confidence intervals were
reported. Interaction terms were included in the model to
assess whether comorbidities such as CKD modified the
effect of dietary progression on postoperative complica-
tions. To compare continuous variables across the Early,
Standard, and Delayed groups, one-way analysis of vari-
ance (ANOVA) or the Kruskal-Wallis test was used, de-
pending on distribution normality. When significant over-
all differences were found, post hoc pairwise comparisons
(Tukey’s test for ANOVA or Dunn’s test for Kruskal-
Wallis) were conducted to identify specific group differ-
ences. The normality of continuous variables was checked
with the Shapiro-Wilk test. A two-sided p-value < 0.05

was considered statistically significant. Multiple compar-
isons were adjusted using the Bonferroni method, where in-
dicated. To account for variations in CKD severity and po-
tential confounders, an exploratory subgroup analysis was
performed. Patients with CKD were stratified according to
documented stages (when available) and aectiology of re-
nal dysfunction (e.g., diabetic nephropathy, hypertensive
nephrosclerosis) to assess whether more advanced stages
were associated with higher complication rates.
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Fig. 1. Comparison of wound dehiscence between patients
with CKD Stage 3 and those with CKD Stages 4-5. The stacked
bar chart illustrates the percentage of patients with or without
wound dehiscence in each group. A trend toward statistical sig-
nificance is observed. CKD, chronic kidney disease.

Results

A total of 1023 patients diagnosed with mandibular frac-
tures were treated at our centre during the 12-year study
period. The mean age of the study population was 42.3
+ 16.4 years (range: 18-78), with a clear male predom-
inance (66.9% males vs. 33.1% females). The most com-
mon causes of fractures were road traffic accidents (37.4%),
followed by interpersonal violence (30%), accidental falls
(20%), and sports-related injuries (10%). Regarding frac-
ture distribution, symphysis fractures were the most fre-
quent (30%), followed by angle (25%), condylar (20%),
body (15%), ramus (5%), and coronoid fractures (5%). Ad-
ditionally, 198 patients (19.3%) presented with multiple
mandibular fractures, most commonly involving the sym-
physis and condyle or the angle and body.

Among the study population, 15.1% (n = 154) had diabetes,
40% (n = 409) were active smokers, and 4.6% (n = 47) had
CKD. Patients with these comorbidities were evaluated to
determine their impact on postoperative complications, in-
cluding wound dehiscence and infection.

Postoperative Dietary Timing and Complications

The overall complication rate was 16.8%, with 10.3% of pa-
tients experiencing intraoral wound dehiscence and 6.5%
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Table 1. Descriptive and univariate analysis of postoperative outcomes according to dietary timing.

. Early (<3 weeks)  Standard (3 weeks)  Delayed (>4 weeks)
Variable Test (x2 or F) p-value
n =256 (25%) n=>511(50%) n =256 (25%)
Age (years), Mean SD 392 +143 42.1 +16.1 44.1 +17.0 F=212 0.12
Male, n (%) 171 (66.8) 342 (66.9) 171 (66.8) x2 =0.002 1.00
Smokers, n (%) 102 (39.8) 205 (40.1) 102 (39.8) x2 =0.008 1.00
Diabetes, n (%) 39 (15.2) 77 (15.1) 38 (14.8) x2=0.015 0.99
CKD, n (%) 12 (4.7) 23 (4.5) 12 (4.7) x2 =0.02 0.99
Cause of fracture x2=122 0.88
Road traffic accidents, n (%) 77 (30.1) 204 (39.9) 102 (39.8) - -
Interpersonal violence, n (%) 77 (30.1) 153 (29.9) 77 (30.1) - -
Accidental falls, n (%) 51(19.9) 102 (20.0) 51(19.9) - -
Sports injuries, n (%) 26 (10.2) 52(10.2) 26 (10.2) - -
Fracture classification x2=4.22 0.90
Symphysis, n (%) 77 (30.1) 153 (29.9) 77 (30.1) - -
Angle, n (%) 64 (25.0) 128 (25.0) 64 (25.0) - -
Condylar, n (%) 51(19.9) 102 (20.0) 51(19.9) - -
Body, n (%) 38 (14.8) 77 (15.1) 38 (14.8) - -
Ramus, n (%) 13 (5.1) 26 (5.1) 12 (4.7) - -
Coronoid, n (%) 13 (5.1) 25(4.9) 17 (6.6) - -
Intraoral wound dehiscence, n (%) 39 (15.2) 49 (9.6) 17 (6.6) x2 =10.77 0.005
Infections, n (%) 23 (9.0) 33(6.5) 11 (4.3) x2=4.61 0.10
Reoperation, n (%) 21(8.2) 10 (2.0) 4(1.6) x2=23.71 0.001

Table 1 presents the demographic variables, comorbidities, fracture causes, fracture classification, and postoperative outcomes (wound

dehiscence, infections, and reoperation) among 1023 patients with mandibular fractures treated by ORIF. Patients were stratified into

three groups, based on the timing of solid diet resumption (Early: <3 weeks, Standard: 3 weeks, and Delayed: >4 weeks). Continuous

variables were analysed via one-way ANOVA (F-value), whereas categorical variables were evaluated using chi-square tests (x2). A single

chi-square test was performed for multi-category variables (fracture causes, fracture classification). p-values < 0.05 were considered

statistically significant. Abbreviations: ANOVA, analysis of variance; CKD, chronic kidney disease; ORIF, open reduction and internal

fixation; SD, Standard Deviation.

developing postoperative infections. Based on the tim-
ing of dietary progression, patients were categorised into
three groups: Early (<3 weeks, n = 256, 25%), Standard
(3 weeks, n = 511, 50%), and Delayed (>4 weeks, n =
256, 25%). Univariate analysis indicated that the early di-
etary group had higher rates of wound dehiscence (15.2%)
and reoperation (8.2%) compared with the standard (9.6%
and 2.0%, respectively) and delayed groups (6.6% and
1.6%, respectively) (Table 1). This initial finding suggested
that prematurely reintroducing solid foods might mechan-
ically stress the surgical site, potentially raising complica-
tion rates.

Impact of Comorbidities and Fracture Type on
Complications

Multivariate logistic regression analysis demonstrated that
CKD patients had an odds ratio of 2.77 for developing
wound dehiscence (p < 0.001), reinforcing the hypothe-
sis that impaired renal function and associated metabolic
disturbances contribute to delayed wound healing. To fur-
ther investigate whether CKD influenced the effect of di-
etary timing on wound healing, we included an interaction
term (CKD x dietary timing) in the regression model. The
analysis revealed that CKD amplified the risk of wound de-
hiscence, particularly in the early dietary group (odds ratio
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(OR) = 3.42, p = 0.002); the effect was less pronounced in
the standard and delayed groups (Table 2). These results
suggest that patients with CKD may require a more conser-
vative dietary progression to mitigate the risk of impaired
wound healing. Within the 47 patients classified as having
CKD, 32 had Stage 3 disease and 15 had Stage 4 or 5. Al-
though not statistically significant (p = 0.06), those in more
advanced stages (4—5) demonstrated a higher rate of wound
dehiscence (27%) compared to those in Stage 3 (16%), sug-
gesting that advanced renal dysfunction may further in-
crease the risk of postoperative complications (Fig. 1).
Patients presenting with multiple fractures also exhibited
an overall increased risk of dehiscence and infection, likely
due to greater mechanical stress and more extensive surgi-
cal sites. Data are presented in Table 1.

Reoperation Rate and Long-Term Outcomes

Among the 1023 patients, 35 (3.4%) required reopera-
tion due to severe wound dehiscence or inadequate frac-
ture healing. Sixty percent of these cases (n = 21) oc-
curred in the early dietary group, supporting the hypoth-
esis that excessive masticatory forces might compromise
soft-tissue integrity. Multivariate analysis further demon-
strated that CKD independently predicted reoperation, with
affected patients having an OR of 3.85 (p < 0.001) com-
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Table 2. Multivariate logistic regression model for intraoral wound dehiscence.

Variable Intraoral wound
dehiscence/OR (95%

CI)/p-value

Infection/OR (95% Cl)/p-value = Reoperation/OR (95% CI)/p-value

Early (<3 weeks) vs. Standard
Delayed (>4 weeks) vs. Standard

1.08 (0.74-1.56), p = 0.58
0.85 (0.51-1.30), p = 0.34

0.88 (0.62-1.25), p=0.44
0.80 (0.50-1.18), p=0.53

1.20 (0.64-2.15), p=0.31
0.90 (0.50-1.70), p = 0.48

Diabetes 1.59 (0.96-2.53), p=0.067  1.42 (0.90-2.20), p = 0.11 1.40 (0.80-2.50), p = 0.18
Smoking 1.13 (0.70-1.69), p = 0.73 1.15 (0.68-1.77), p = 0.58 1.20 (0.76-1.80), p = 0.42
CKD 2.77 (1.48-5.20), p < 0.001*  2.50 (1.10-4.50), p = 0.01* 3.85 (1.80-6.25), p < 0.001*

Multivariate logistic regression models for postoperative complications in mandibular fracture repair. Each column represents a separate
outcome—wound dehiscence, infection, or reoperation—showing the adjusted odds ratios (ORs) and 95% confidence intervals (Cls) for

dietary timing groups (Early, Delayed) and comorbidities (diabetes, smoking, and chronic kidney disease). Statistically significant results

(p < 0.05) are indicated by an asterisk (*). Abbreviation: CKD, chronic kidney disease.

pared to those without CKD (Table 2). Notably, 75% of
reinterventions involved patients with either CKD or dia-
betes, underscoring the key role systemic metabolic dys-
function can play in delayed healing and treatment failure.
Nonetheless, not all individuals who advanced their diets
before three weeks experienced complications, suggesting
that other factors such as overall health status, surgical tech-
nique, and compliance with postoperative instructions are
also critical in determining outcomes.

Additional Analyses: Univariate vs. Multivariate Findings

After adjusting for systemic factors in multivariate analy-
sis, early dietary progression no longer significantly pre-
dicted complications. For wound dehiscence, early dietary
timing showed an OR of 1.08 (p = 0.58), whereas for in-
fection, the OR was 0.88 (p = 0.44). Diabetes emerged as
a possible contributor to wound dehiscence (OR = 1.59, p
=0.067), although it did not reach formal statistical signifi-
cance. Smoking was not a significant predictor in the mul-
tivariate model (p = 0.73 for dehiscence, and p = 0.58 for
infection), possibly due to variable smoking habits and pe-
rioperative smoking cessation efforts. CKD strongly corre-
lated with wound dehiscence (OR =2.77, p < 0.001), high-
lighting how renal dysfunction may exacerbate both soft tis-
sue and bone healing challenges (Table 2).

No statistically significant difference in age was found
across the Early, Standard, and Delayed groups (p = 0.12).
Stratifying patients into three age categories (<40 years,
40-60 years, and >60 years) did not reveal significant dif-
ferences in wound dehiscence (p = 0.21) or infection (p =
0.34), suggesting that age alone was not a major determi-
nant of postoperative complications in this cohort.

Discussion

Postoperative complications in mandibular fracture repair
are multifactorial. While univariate analysis suggested
that early dietary progression is associated with increased
wound dehiscence and reoperation, the multivariate mod-
els demonstrated that comorbidities, particularly CKD, play
a more significant role. These findings align with previous
literature indicating that CKD is associated with chronic in-
flammation, impaired collagen synthesis, and delayed neo-

vascularisation, all of which contribute to poor wound heal-
ing outcomes [24-27]. Moreover, the increased risk of
wound dehiscence in CKD patients, especially in those who
resumed solid diets early, points to a possible synergistic ef-
fect of mechanical stress and metabolic dysfunction. Con-
sequently, these patients may benefit from a more person-
alised dietary schedule, such as an extended soft-diet phase
with gradual increases in mastication, coupled with close
regular renal function monitoring and nephrological consul-
tations. Such collaboration could optimise protein intake,
manage electrolyte imbalances, and support tissue repair in
this vulnerable population. Our subgroup analysis indicates
that patients in more advanced CKD stages (4—5) may have
an even greater risk of wound dehiscence compared to those
in earlier stages (3), although this is limited by the sample
size.

A key clinical insight from this study is the increased com-
plication trend in the early dietary group, primarily among
patients with inadequate oral hygiene or significant comor-
bidities. Although findings from Elsayed et al. [1] have
reported that early dietary reintroduction may raise the risk
of intraoral wound dehiscence, our data indicate that dietary
timing per se is less influential once systemic factors are
considered. However, it is important to interpret these find-
ings with caution, as the multivariate analysis did not adjust
for all potential confounding variables, including age, gen-
der, and fracture cause. Hence, unaccounted confounders
may have influenced the observed associations and should
be considered in future studies. This suggests that rigid di-
etary progression protocols may not be necessary for all pa-
tients and should instead be tailored to individual risk pro-
files. Specifically, mechanical stress from early mastica-
tion can combine with systemic risk factors to worsen out-
comes [28]. Moreover, not all patients in the early group
had complications, implying that stable ORIF, careful su-
turing, and good patient compliance can mitigate risk even
under early loading [29]. A multidisciplinary approach to
postoperative care is therefore vital. Besides optimising
surgical technique, strategies such as professional oral hy-
giene, structured patient education, and nutritional support
play key roles in successful rehabilitation [23].
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Although smoking did not emerge as a significant factor
in the multivariate model, it remains a well-documented
risk factor for poor wound healing [30-32]. Variations in
smoking intensity, as well as cessation or reduction around
the time of surgery, may have lessened its observable im-
pact in our sample, even if it is a significant factor for
complications [33-36]. While diabetes and CKD com-
promise wound healing through pathways not easily re-
versed in the short term, such as hyperglycaemia-induced
immune dysfunction and reduced bone remodelling, clin-
icians can address nutritional and metabolic issues proac-
tively [32,36,37]. Proper glycaemic control, adequate pro-
tein intake, and enhanced oral hygiene measures may help
offset these risks [38,39].

From a practical standpoint, although a three-week progres-
sion to solid foods remains our institutional standard for
most patients, individualised care with balanced sufficient
rest for soft tissues and bone is paramount. Comorbidities
and patient-specific factors (e.g., overall health status and
motivation) should guide clinicians in determining whether
to maintain or extend soft-diet phases.

Despite the insights provided by this retrospective analy-
sis, several limitations should be acknowledged. First, the
single-centre design restricts the generalisability of the find-
ings to broader populations, as local referral patterns and
surgical protocols may differ from those of other institu-
tions. Second, reliance on medical records for data col-
lection introduces potential information bias, particularly
regarding patients’ self-reports on dietary adherence and
oral hygiene. Third, the retrospective nature of the study
also precludes the ability to establish definitive causality
with certainty. Fourth, although the overall sample size
is large, certain subgroups, such as advanced-stage CKD
patients, remain relatively small, limiting the power to de-
tect nuanced differences. Fifth, we did not collect de-
tailed data on perioperative glycaemic control in diabetic
patients, which might have clarified the impact of diabetes
on wound healing. Sixth, while our analysis focused on co-
morbidities such as diabetes and CKD, future studies should
evaluate additional risk factors in greater depth. Gender-
related differences in bone density and hormonal regula-
tion may affect healing but were not specifically strati-
fied in our dataset. Additionally, bone-related conditions
like osteoporosis or osteopenia could influence the struc-
tural integrity of the mandible and hence the risk of de-
hiscence. Seventh, our follow-up period spanned only a
few months, primarily capturing early complications such
as wound dehiscence and acute infection. However, de-
layed complications—such as hardware loosening, chronic
infection, or long-term functional deficits—may manifest
beyond this timeframe. Extending the follow-up to at least
6—12 months could provide a more comprehensive under-
standing of the interactions among dietary timing, comor-
bidities, and longer-term outcomes. We recommend that
future research include more prolonged observation peri-
ods to detect late complications and assess the stability of
the fracture site over time. Eighth, variables such as op-
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erative time, intraoperative blood loss, and the American
Society of Anaesthesiologists classification were not in-
cluded in our dataset. These factors can significantly influ-
ence postoperative outcomes in mandibular fracture repair
by contributing to tissue hypoxia, surgical stress, or overall
physiological resilience. Ninth, another issue that emerged
when interpreting our data concerns the role of patient ed-
ucation in dietary progression. Although in this study ad-
herence was considered primarily in terms of timing, we
did not specifically evaluate the extent to which knowledge
of potential complications—such as increased mechanical
stress on the fracture site or a heightened risk of infection—
influenced patients’ dietary choices. It is plausible that a
structured educational programme, clearly explaining the
possible outcomes of premature solid food intake, could im-
prove adherence to dietary guidelines and reduce postoper-
ative complications. Tenth, as stated above, the multivari-
ate analysis did not adjust for confounding variables; there-
fore, unaccounted confounders may have influenced the ob-
served associations. Future prospective studies should in-
clude a formal evaluation of educational interventions and
patient learning outcomes to provide robust data on the best
practices in postoperative management. Such an approach
would further support the development of tailored protocols
for patients with comorbidities or specific risk factors.

Conclusions

This retrospective study indicates that dietary timing alone
is not a dominant risk factor for postoperative complications
in patients undergoing ORIF for mandibular fractures. Al-
though early reintroduction of solid foods can increase the
risk of wound dehiscence and infection in univariate anal-
yses, these associations lose significance when comorbidi-
ties, particularly diabetes and CKD, are considered. While a
three-week dietary progression is generally safe, clinicians
should prioritise individualised protocols, particularly for
patients with CKD or diabetes, to reduce mechanical stress
on intraoral wounds and optimise healing. Individuals with
diabetes, renal dysfunction, or inadequate oral hygiene may
benefit from more conservative protocols and closer follow-
up to mitigate mechanical stress on intraoral wounds.

Future research should develop patient-specific dietary pro-
tocols that integrate nutritional optimisation, metabolic
control, and perioperative hygiene strategies to improve
healing outcomes. Prospective studies with longer follow-
up periods could also elucidate long-term complications
and evaluate whether extended smoking cessation and
tighter metabolic control offer sustained benefits. Tailoring
dietary guidelines according to comorbidity severity and
patient-specific risk factors may prove essential in minimis-
ing complications and improving overall care in mandibular
fracture repair.
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