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One of the most challenging and essential aspects of manage-
ment of patients with traumatic or ablative deformities
involving the mandibular symphysis is maintenance of inter-
gonial width. Classically, the use of occlusal splints has been a
simple, cost-effective solution to this problem.' Patients who
are edentulous, the use of Gunning splints with circum-
mandibular wires is an alternative strategy.” In the present
technical report, we describe the use of a cross-arch fixation
plate for maintenance of the intergonial width in an edentu-
lous patient with a postablative mandibular symphysis
defect.

Technical Note

A 53-year-old woman was referred to our institution for
evaluation of an exposed mandibular reconstruction plate.
The patient had a history of an ossifying fibroma in the
symphyseal region and had undergone mandibular resection
and placement of a reconstruction plate 7 years before
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One of the most challenging and essential aspects of management of patients with
traumatic or ablative deformities involving the mandibular symphysis is maintenance of
intergonial width. Classically, the use of occlusal splints has been a simple and cost-
effective solution to this problem. Patients who are edentulous, the use of Gunning
splints with circummandibular wires is an alternative strategy. In the present report, we
describe the use of a mandibular fixation plate for maintenance of intergonial width in
an edentulous patient with a postablative mandibular symphysis defect.

presentation. She did not pursue secondary osseous recon-
struction. A removable partial denture was fabricated, but
reportedly did not fit. Subsequently, two dental implants
were placed in the right mandible, but never restored.

Four months before presentation, she began to notice
dimpling of the skin over her chin. Over the subsequent
months, the skin became progressively thinner and the plate
became exposed, causing a significant esthetic deformity.

Physical examination at the time of initial presentation
was notable for the plate exposure, without evidence of acute
infection of the surrounding soft tissues (=Fig. 1). There was
notable facial asymmetry, with increased soft tissue fullness
on the right side compared with the left. There was no
cervicofacial lymphadenopathy. The area of the exposure
was 1.5 x 1.0 cm. The intraoral examination was notable
for two remaining mandibular molars, both of which were
clinically mobile and nonrestored right mandibular implants,
which appeared well integrated. The maxillary dentition was
in a state of poor repair, with multiple fractured teeth. There
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Figure 1 |Initial presentation. The mandibular reconstruction plate is
visible through the eroded soft tissue overlying the chin. The patient is
nearly edentulous in the mandible. Dental implants previously placed
in the right mandible have not been restored.

was no intraoral exposure of the mandibular reconstruction
plate. No mobility was present in the mandibular body at the
junctions of the plate and mandible.

Plain film imaging demonstrated the mandibular recon-
struction plate in place, with no findings suggestive of recur-
rent disease at the margins (=Fig. 2). The mandibular width
and symmetry had been maintained by the reconstruction
plate.

Reconstruction of the hard and soft tissues was planned.
Given the high probability of chronic infection of the plate,
hardware removal and replacement with local tissue closure
was deemed to be an untenable option. In this setting, the
decision was made to proceed with vascularized tissue trans-
fer using an osteomyocutaneous flap from the fibula, with a
skin paddle to replace the avulsed symphyseal soft tissue and
fibula to restore continuity of the mandibular symphysis.

Financial limitations obviated the use of three-dimension-
al models and custom-made splints. Attempted use of an
acrylic splint intraoperatively did not provide sufficient
rigidity and stability of the residual proximal segments to
maintain the intergonial width, due to the large continuity
defect anteriorly (consistent with the former history of
difficulty with stability of a mandibular removable partial
denture). With these limitations, the decision was made to
use a cross-arch mandibular fracture plate to maintain the
intergonial width.

Figure 2 Panoramic radiograph demonstrating large mandibular
defect involving the symphysis with a reconstruction plate in place.
The patient is nearly edentulous in the mandible and has only single
contacts on molars bilaterally.
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Figure 3 |Intraoperative photograph of preexisting mandibular re-
construction plate and symphyseal defect. A cross-arch 2.0 mm
straight plate was used to maintain intergonial width.

The mandible was exposed via a transcervical approach,
extending the earlier incision. With the preexisting recon-
struction plate in place and a mandibular fracture plate
(2.0 mm, Synthes Matrix, Synthes Inc., West Lancaster, PA)
was placed using 12 mm screws directed superiorly through
the caudal mandible (=~Fig. 3). The existing reconstruction
plate was subsequently removed and a new reconstruction
plate was contoured to fit passively to the maintained man-
dibular width. The fibula was modified to match the symphy-
seal defect along the inner aspect of the new plate. The fibula
was then secured to the plate with bicortical screws. The plate
and fibula were subsequently affixed to the mandible using
three bicortical screws on each side of the defect. A new plate
was used because the previous plate had an acute bend at the
symphysis region, making adaptation of the fibula difficult
and creating an irregular anterior mandibular contour, which
would present challenges to future prosthetic reconstruction
(i.e., under different clinical conditions it would be feasible to
remove the existing plate, sterilize, then reuse). The cross-
arch mandibular plate was then removed before microvascu-
lar anastomosis.

Figure 4 (A) Preoperative anteroposterior cephalogram, demon-
strating intergonial and intercondylar widths of 83.5 and 111.4 mm,
respectively. (B) Postoperative anteroposterior cephalogram, dem-
onstrating preserved intergonial and intercondylar widths, as well as
mandibular symphysis reconstruction with free fibula. The postoper-
ative intergonial and intercondylar widths were 82.1 and 112.1 mm,
respectively.
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Postoperative radiographs confirmed the position of the
intergonial angles remained unchanged (~Figs. 4A, B). Meas-
urements were made of the intergonial and intercondylar
widths on preoperative and postoperative anteroposterior
cephalograms taken on the same machine. The preoperative
intergonial and intercondylar widths were 83.5 and
111.4 mm, respectively. The postoperative intergonial and
intercondylar widths were 82.1 and 112.1 mm, respectively.

Discussion

A cornerstone principle in maxillofacial reconstruction in
patient with posttraumatic or postablative deformities is
restoration of the appropriate transverse dimension.'™ Vec-
tors of muscular force acting on the mandibular angles and
the lateral aspects of the midface will tend to splay the
disjointed segments apart posteriorly, increasing the facial
width. This can be clinically evident with the presence of
diastemata or crossbite in dentate patients. Any successful
clinical strategy for managing this problem includes the use of
stable points of foundation for establishing width and projec-
tion. In dentate patients, this can be accomplished using the
occlusion as a guide, with the fabrication of acrylic occlusal or
lingual splints and placement of maxillomandibular fixation.
In edentulous patients, the clinical scenario becomes more
challenging, but can be managed similarly, with the use of
dentures that are affixed to the mandible. Alternatively, a
simple, inexpensive solution is to use a bigonial bridal wire,
though this option is not rigid and may cause lateral splaying
of the condyles and gonial narrowing once the wire is unop-
posed (i.e., after the reconstruction plate is removed).

In this case, the lack of any significant occlusion, as well as
the poor state of the remaining dentition, made the use of an
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occlusal splint a less predictable solution. The significant
mandibular deformity at the alveolus and soft tissue contrac-
ture intraorally prevented successful fabrication of partial
dentures or appliances to assist with maintenance of lower
facial width.

The approach described herein is a quick and relatively
inexpensive method for intraoperatively maintaining the
intergonial width in patients requiring continuity resections
of the mandibular symphysis who are not candidates for
occlusal splint fabrication or prosthesis reconstruction.
Though there are costs associated with the use of the hard-
ware for intermediate fixation, the decrease in operating
time, as well as the costs of fabrication of occlusal splints
from cast dental models, with the attendant fixed costs of
hardware (model trimmers, splint trimmers, impression and
mounting materials) and variable labor costs (at least 2 to 3
hours of skilled labor by a surgical resident or attending),
make this technique a reasonable alternative for maintaining
intergonial width in patients for whom splint fabrication is
not a predictable or tenable solution.
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