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Pediatric mandible defects can arise from a variety 
of causes, such as congenital differences, tumors, 
trauma, and infections. Reconstruction is challeng-

ing because of the small size of facial structures, resulting 
in a small working space, limited donor sites, growth con-
cerns, and small vessels that are prone to spasm. However, 
success rates of pediatric free tissue transfer are compara-
ble to or even better than those of adults because of fewer 
comorbidities, healthy vessels, absence of smoking-related 
vascular damage, and superior ability to heal.1

Reconstructive surgery in children is not a static event. 
The reconstructive plan has to factor in continued growth 
of the recipient site as well as long-term effects on the 
donor site. This article addresses important questions 
and concerns that come up when undertaking mandible 
reconstruction in a growing patient. It is an objective 
review of the current literature on autologous osseous 
mandibular reconstruction.

GROWTH
Normal development of the craniofacial skeleton 

occurs because of the harmonious relationship between 

the cranial base, midface, and mandible. Any disruption 
of 1 craniofacial subunit will affect development of its adja-
cent subunit. Reestablishment of normal occlusal relation-
ships is imperative for normal facial growth. Function and 
aesthetics of the jaw are best restored by skeletal recon-
struction with autologous bone.

Mechanisms of Facial Growth
Craniofacial development occurs in a craniocaudal 

direction.2 The neurocranium grows rapidly early on to 
accommodate the growing brain. Viscerocranial growth 
acceleration occurs later on. Facial growth occurs in an 
inferior and anterior vector to accommodate the increas-
ing functional needs of the developing airways and oral-
pharyngeal structures.2 The facial skeleton exhibits 3 
types of growth: vertical (height), transverse (width), and 
anteroposterior (depth).3

There are 2 main theories regarding growth in the cra-
niofacial skeleton.4 The intrinsic theory states that bones 
have intrinsic growth capacity (growth centers) that is 
genetically programmed. The extrinsic theory (functional 
matrix theory) states that soft tissue is the primary driver of 
craniofacial growth.5 The craniofacial area can be concep-
tualized as functional spaces (called capsular matrices) that 
contain periosteal matrices that house skeletal structures. 
Skeletal growth occurs by 2 mechanisms: 1) As the capsular 
matrices expand, the skeletal units are translated into space. 
2) Periosteal matrices act directly on the skeletal units by 
depositing and resorbing the bone. There is evidence for 
both intrinsic and extrinsic growth in animal models.4
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Maxillary and Mandibular Growth
Maxillary growth is thought to occur via the following 

mechanisms:

	 1.	The nasal septum is important for growth of the mid-
face in the first 3–4 years of life. The septum pushes 
the midface anteriorly and inferiorly.6,7

	 2.	Growth of the cranial base causes an increase in trans-
verse width of the maxilla. Most of this transverse 
maxillary growth occurs by bone deposition at the 
median palatal suture.7,8

	 3.	Surface remodeling results in inferior displacement 
of the maxilla. Bone resorption occurs on the nasal 
surface, and bone apposition occurs on the palatal 
surface.7

Mandibular growth is thought to occur via the follow-
ing mechanisms:

	 1.	The principal growth center is located in the con-
dyle.9–11 Ossification of condylar cartilage causes an 
increase in the vertical height of the ramus, which 
moves the mandible anteroinferiorly. This growth 
center fuses at the age of 18 years.

	 2.	Regional bony remodeling occurs throughout the 
mandible.7 Bone apposition occurs in the posterior 
ramus and buccal surface, and resorption occurs in 
the anterior ramus and lingual surface (Fig. 1). The 
net result of this process is increase in the size of the 
mandible.

	 3.	The intercondylar distance widens in response to the 
increasing width of the cranial base.11 This stimulates 
transverse growth of the mandible. The mandibular 
symphyseal synchondrosis fuses by 6–9 months of 
age.7,11

Growth acceleration occurs during the pubertal 
growth spurt. This increase in size is greater in boys than 
in girls.12 In boys, maxillary and mandibular growth is 
completed by the age of 18 years, although in some indi-
viduals a small amount of growth can occur till the age 
of 21 years (Fig. 2).3,12–14 In girls, maxillary growth is com-
pleted by the age of 15 years, and mandibular growth by 
16 years.12 Completion of growth occurs first in transverse 
dimension, followed by anteroposterior dimension and 
finally in the vertical dimension.15

Growth in Non-vascularized Bone Grafts
Costochondral grafts are a popular choice for man-

dible condyle and ramus reconstruction.16 Costal cartilage 
is the growth center for the rib (Fig. 3).17 Therefore, rib 
grafts harvested with their costal cartilage will have growth 
potential and this is well documented in literature.16 
However this growth is unpredictable, and can range from 
no growth to overgrowth.18–21 It has been hypothesized 
that the amount of growth is proportional to the carti-
laginous component.19 Different “ideal” sizes for the carti-
laginous cap have been proposed, ranging from 2 mm to 
2.5 cm.16,18,19,22,23 This is, however, a matter of speculation.

Fig. 1. Mandibular remodeling. Net increase in size (red arrows) occurs as a result of apposition (white 
arrows) and resorption (black arrows).
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Iliac crest, calvarium, outer cortex of mandible and 
rib without costal cartilage have not been shown to have 
intrinsic growth capacity.24

Growth in Vascularized Bone Grafts
There is no objective evidence of growth of bone flaps. 

Studies that report continued mandibular growth actually 
have growth of the residual native mandible. Zhang et al 
performed a meta-analysis evaluating mandibular growth 
after fibular free flap reconstruction.25 Data on growth 
were available for 51 patients. The analysis showed that 
“growth potential” was observed in 58% of patients. Factors 
associated with improved growth potential were condylar 
preservation, reconstruction performed between 8 and 
12 years (period of rapid mandibular growth), and man-
dibular resection for benign lesions. The majority of these 
reports comprised retrospective studies, with short follow-
ups, subjective evaluations with pictures, and inconsistent 
pre- and post-operative assessment methods. Maintenance 
of class 1 occlusion or visible facial symmetry were consid-
ered sufficient evidence for mandibular growth.9,26 A criti-
cal comparison of the pre and post-operative radiographs 
in studies that report continued growth reveals growth at 
the native condyle (and not in the bone flap) or new bone 
regeneration at the reconstructed site.27,28

Spontaneous Regeneration of the Mandible
In young patients who undergo mandible resection, 

osteoprogenitor cells in the residual periosteum can 
regenerate new bone.29 A genetic predisposition has been 
suggested.30 The periosteum and soft tissue keep the 
space open and form a barrier for influx of granulation 
tissue. Bone regeneration is usually detected at around 3 
months and can continue for up to 2 years.30 The process, 
however, is not predictable, with <65 cases of spontane-
ous bone regeneration reported in literature.31 In patients 
with benign condition, it may therefore be prudent to 
preserve as much of the periosteum and soft tissue as pos-
sible; if spontaneous bone regeneration does occur, it will 
increase bone volume and form difficult-to-reconstruct 
structures like the condyle.32

DONOR SITES
When choosing donor tissue in children, it is impor-

tant to understand the effects on future growth and devel-
opment of the donor site (Table 1).

Rib
Ribs are a popular choice for reconstruction, as they 

are easy to harvest, have low donor site morbidity, and can 
provide a large amount of bone. They also leave other 
bone donor sites intact in case a vascularized bone flap is 
needed after completion of growth.42

The most commonly harvested ribs are 6th or 7th rib.43 
Costochondral grafts for ramus/condyle reconstruction 
are taken from the opposite side to take advantage of the 
curved shape.44 Rib is harvested subperiosteally. At the 
osseocartilaginous junction, periosteum and perichon-
drium are preserved on the graft to ensure adherence 

of cartilage to bone.16 If more than 1 rib is needed, the 
intervening rib should be skipped to maintain chest wall 
stability. Chest wall deformity and scoliosis can occur if 2 
contiguous ribs are harvested.45

Ribs have the ability to regenerate after their removal. 
Regeneration occurs from the bone stumps and remain-
ing periosteum.46,47 The process takes approximately 3–6 
months.48 Studies have reported complete regeneration 
in 44%–98% of ribs harvested in growing children.47 
Factors promoting regeneration are younger age and 
shorter gap of missing rib.46,47 Therefore, the rib peri-
osteum should be preserved and the periosteal sleeve 
be closed after harvest.33 Maintenance of the rib bed 
space with a scaffold like Gelfoam has been shown to 
improve the speed and quality of bone regeneration.49 
The regenerated rib is generally not of adequate quality 
for reharvest.33,45

Complications with rib grafts include resorption 
and temporomandibular joint ankylosis.16,18 Ankylosis 
is thought to occur due to conversion of costal cartilage 
to bone and fracture at the osteochondral junction.19,22 
Therefore it has been proposed that leaving a smaller 
cartilage cap reduces the risk of ankylosis by decreasing 
the amount of ossified cartilage and reducing the chance 
of cartilage fracture.19 The risk of ankylosis may also be 
related to the duration of post-operative mandibulomaxil-
lary fixation.50

Rib bone is softer at young ages, making reconstruc-
tion difficult. Tahiri et al recommend that costochondral 
graft correction of hemifacial microsomia be performed 

Fig. 2. Anteroposterior growth of the maxilla (A) and mandible (B). 
Data from the Fels longitudinal study—the world’s longest running 
study of human growth. Ar: articulare, Me: menton, PNS: posterior 
nasal spine, PtA: point A. Reprinted with permission from John Wiley 
and Sons from Anat Rec (Hoboken). 2014;297(7):1195–1207.
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in children >5 years of age due to suboptimal bone quality 
at younger ages.16

Fibula
The fibula has epiphyseal growth plates within 1–2 cm 

of the 2 ends of the bone (Fig. 3). There is more growth at 
the proximal than distal growth plate, which causes grad-
ual distal migration of the fibula in relation to the tibia.51 
Harvest of the fibular shaft has not been shown to affect 
limb growth.

Valgus deformity of the ankle can occur after fibula 
flap harvest in skeletally immature patients. The primary 
pathology is thought to be proximal migration of the dis-
tal fibular segment, which results in progressive lateral 
shift of the talus, causing stress on the lateral distal tibial 
growth plate.52 Over time the ankle grows asymmetrically 
resulting in a valgus deformity. Radiographic features 
of this condition includes proximal fibular migration, 

anteromedial fibular physeal arrest, lateral tibial epiphy-
seal atrophy, and subluxation of the talus (Fig. 4A).34 The 
deformity can occur in up to 40% of fibula harvests in 
growing children.34 The risk increases with younger age 
and shorter remaining distal fibular lengths.34,53 Age-
residual fibula index (age in years + length of residual 
fibula in cm) <16 has been proposed as predictive for 
development of valgus deformity.54 Some surgeons advo-
cate prophylactic tibiofibular stabilization at the time of 
fibula harvest in all growing patients to prevent proxi-
mal fibular migration, while others recommend close 
follow-up, with stabilization only if ankle deformity starts 
to develop.34,52,55 Tibiofibular fixation, however, does not 
guarantee again development of the deformity and there-
fore all growing children who undergo fibula harvest 
should be followed closely.52,53 Primary tibiofibular stabili-
zation is most commonly performed with a quadricortical 
syndesmotic screw (Fig. 4B).52 In established deformities, 

Fig. 3. Growth centers (red) of ribs, fibula, pelvis, and scapula.
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fibular osteotomy and distraction may be needed to lower 
the lateral malleolus before screw fixation.56 Patients with 
ankle valgus are at a high risk of developing osteoarthritis 
later on in life.

Vascularized proximal epiphyseal transfer, although 
well described for extremity reconstruction, has not been 
reported for mandible reconstruction.57 Harvest of the 

fibular head has not been shown to cause knee instability, 
but has a significant risk of peroneal nerve injury.58

Iliac Crest
The pelvis develops from multiple ossification centers 

(Fig.  3). The entire iliac crest is cartilaginous at birth. It 
has 2 epiphyses, 1 for the anterior superior iliac spine and 

Table 1. Characteristics of Common Donor Sites for Mandible Reconstruction

Donor Growth Center Advantages Drawbacks

Costochondral Hyaline cartilage – Growth potential, albeit  
unpredictable

– Insufficient bone volume for osseointegrated 
implants

– Rib regeneration if periosteum 
is preserved at the donor site

– Risk of pneumothorax
– Chronic chest wall pain, in up to 6.8% patients33

– Relatively quick and technically 
simple operation

– Obviates microsurgery
Fibula Proximal and distal epiphysis – Longest segment of bone  

available
– Valgus deformity and ankle instability34,35

– Multiple osteotomies possible – Ankle weakness35

– Osseointegrated implants  
possible

– Sensory disturbances (peroneal and sural nerve 
injury)35

– No problems with limb growth – Chronic pain in 6.5% patients35

– Flexion contracture of great toe35

– Distal tibial fracture36

– Risk of TMJ ankylosis when used for ramus/condyle 
reconstruction37

Iliac crest Ossification centers  
throughout the iliac crest 
and at acetabulum

– Good bone stock – Gait disturbances38

– Osseointegrated implants  
possible

– Hernias39

– Contour deformity of donor site38

Iliac crest is a traction  
epiphysis

– No problems with limb or  
pelvic growth

– Sensory disturbances (injury to lateral cutaneous 
nerve of the thigh)38

– Bone bleeding during harvest
Scapula Ossification centers at glenoid 

fossa, scapular tip, and 
medial border

– Large amount of soft tissue 
available

– Bone stock may be insufficient for osseointegrated 
implants (alveolar height augmentation frequently 
needed with add–on bone grafts)40– No impairment of upper  

limb functionLateral border is a traction 
epiphysis

– Scapular growth impairment with harvest of lateral 
border and tip41

Fig. 4. Radiographic features of ankle valgus deformity: proximal fibular migration (yellow arrow), lat-
eral tibial epiphyseal atrophy (red arrow), and talar subluxation (black arrow) (A); tibiofibular stabiliza-
tion with syndesmotic screw (B).
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anterior half of the crest, and the other for the posterior 
superior iliac spine and the posterior half of the crest. 
Ossification at these centers occurs between the age of 12 
and 20 years.59 The iliac crest also acts as a traction epiphy-
sis, growing in response to the pull of the attached muscles.9

Abnormalities of pelvic or limb growth have not been 
reported after iliac crest harvest. Cancellous bone is com-
monly harvested from the iliac crest and has not shown to 
cause growth disturbances.60

Scapula
The scapula develops from ossification centers in the 

acromion, coronoid, glenoid, body, inferior angle, and 
medial border (Fig.  3). At birth, the glenoid, inferior 
angle, and entire medial border are cartilaginous. The 
epiphysis of the coracoid, glenoid, acromion, inferior 
angle, and medial border completes fusion between the 
age of 15 and 23 years, in that order.61 The lower pole 
growth center is responsible for development of majority 
of the scapular surface.62 The lateral border of the scapula 
is a traction epiphysis that grows in response to the pull of 
the attached muscles.9

Harvest of scapula bone flap in children can affect 
growth, resulting in a smaller size of the scapula compared 
with that in the contralateral side.41 However, this does not 
cause problems with the function of the upper extremity.

DENTAL REHABILITATION
Dental rehabilitation has functional, aesthetic, and 

psychologic benefits. Dental prostheses promote normal 
midface development by maintaining normal occlusal 
relationships. They also prevent supra-eruption of oppos-
ing maxillary teeth. They facilitate normal speech and 
salivary continence.63 In the literature, there are very few 
reports on dental rehabilitation in growing patients after 
osseous mandibular reconstruction.64–66 Dental rehabilita-
tion can be performed with removable partial dentures 
or osseointegrated implants with removable overdenture 
prostheses versus fixed prostheses.

Osseointegrated implants in children in the native 
mandible and maxilla are generally avoided because they 
have a high complication rate.67 Implants act as ankylosed 
teeth and do not exhibit normal movements with expan-
sion of the jaw as do native teeth. They can get displaced, 
relocated, embedded, and interfere with the eruption of 
the adjacent teeth.68 Most practitioners recommend delay-
ing implant placement till skeletal maturity.8 On the other 
hand, osseointegrated implant placement in bone flaps is 
well established.69 Because bone flaps do not have intrinsic 
growth capacity, these implants do not undergo the same 
movements. However, as the native jaw grows, the relative 
position of the implants in relation to the dentition may 
change. Osseointegrated implants transmit masticatory 
forces to the bone flap, which promotes maintenance of 
bone volume.

Dental prostheses are designed so that they do not 
impede growth of adjacent normal mandible or maxilla.70 
All children who undergo dental rehabilitation need a 
close follow-up for periodic prosthetic modifications.68 

Compared with osseointegrated implant-based prosthe-
ses, removable partial dentures require less close follow-
up. Their disadvantages are poor compliance, increased 
dental caries, and alveolar bone resorption.

HARDWARE REMOVAL
Removal of hardware from the growing craniofacial 

skeleton is advocated by many surgeons to remove any 
constrictive effects of rigid plates and screws on bony 
growth.71,72 However, the evidence for this growth restric-
tion is equivocal.71,73 Animal studies have not shown a det-
rimental effect of titanium plates on mandibular growth.74

There are several advantages of electively removing 
hardware. Over time, plates get enveloped by bone, mak-
ing future removal difficult. Embedded hardware makes 
secondary bony procedures very challenging.75 Screws can 
interfere with dental implant placement. Therefore, sev-
eral groups advocate removal of hardware at 6–18 months 
after surgery or after radiographic conformation of bony 
union.9,76,77 Olvera-Caballero et al, in their series, avoided 
plate placement altogether by performing bone fixation 
with wires along with 3 weeks of mandibulomaxillary fixa-
tion and demonstrated normal bone healing.78

SECONDARY PROCEDURES
Malocclusion, occlusal cants, or altered facial pro-

file may develop due to suboptimal mandibular growth. 
Secondary procedure to correct these problems are met 
with 3 main challenges:

	 1.	There is a risk of devascularizing the bone flap from 
periosteal stripping, osteotomies, and inadvertent 
pedicle injury.

	 2.	Hardware gets embedded in bone over time, making 
it difficult to remove.

	 3.	Bone stock may be insufficient to perform osteotomies.

The paucity of reports about secondary procedures 
in previously reconstructed mandibles attests to their 
difficulty. Three types of revision procedures have been 
described: distraction osteogenesis, orthognathic-type 
procedures (bone sliding), and bone repositioning by seg-
mental ostectomy.

Distraction Osteogenesis
Mandibular distraction osteogenesis procedures are of 

2 types: 1) longitudinal distraction to increase the length 
of the ramus and body 2) vertical distraction to increase 
alveolar height.

Longitudinal distraction of both non-vascularized and 
vascularized bone grafts has been reported.79–85 Most stud-
ies are case series of secondary distraction of costochondral 
grafts used for reconstruction of the ramus in hemifacial 
microsomia. The success of distraction is dependent on 
good bone stock.86 Complications of distraction are pin 
site infections, hardware failure and fibrous non-union.87

Vertical distraction of fibula and scapula flaps can 
increase alveolar height if it is insufficient for dental reha-
bilitation.88–91 Implant placement is facilitated by increas-
ing bone stock and creating an alveolar sulcus.



 Shahzad • Controversies in Pediatric Mandible Reconstruction

7

Orthognathic-type Bone Sliding Procedures
There are very few reports regarding orthognathic-type 

bone sliding procedure on bone flaps. Sagittal split oste-
otomies have been successfully reported for fibula and iliac 
bone flaps.92–94 Genarro et al reported their experience with 
orthognathic surgery in 8 patients who had undergone 
free flap mandibular reconstruction.95 The iliac crease acts 
more like native mandible in the amount of cortical and 
cancellous bone; therefore, a traditional sagittal split type 
of osteotomy was performed (Fig. 5). The fibula is thinner 
and has more cortical bone; therefore, a step osteotomy 
with bone sliding was designed (Fig. 5). Strategies to pre-
serve bone vascularity included pedicle identification and 
limited periosteal stripping. However, these procedures are 
very challenging with significant risk of complications.75

Segmental Ostectomy
Segmental resection of the bone flap at its junction with 

the native mandible can be performed to reposition the 
jaw. Chang et al reported that they successfully corrected 
7 patients with malocclusion, using this technique.96 Eski 
et al successfully performed segmental resection of fibula 
flap to setback a mandible that was too prognathic.97 Yang 
et al performed a mandibular setback by segmental resec-
tion of an overgrown rib graft, in combination with a sagit-
tal split osteotomy of the contralateral native mandible.21

CONCLUSIONS
The followings are important considerations for man-

dible reconstruction in skeletally immature patients:

	 1.	Fibula, iliac crest, and scapula flaps do not grow. 
Costochondral grafts grow but unpredictably.

	 2.	The condyle should be preserved, if possible, to maxi-
mize the growth potential of the remaining mandible.

	 3.	The periosteum should be preserved, if possible, to 
allow the possibility of bone regeneration.

	 4.	Fibula flap harvest in growing patients warrants con-
tinued follow-up until skeletal maturity to monitor for 
ankle instability and valgus deformity.

	 5.	Elective hardware removal should be considered to 
facilitate future dental implant placement and a pos-
sible revisionary bone surgery.

	 6.	Dental rehabilitation with osseointegrated implants 
facilitates normal maxillary development, prevents 
supra-eruption of opposing teeth, and minimizes 
bone resorption.

Farooq Shahzad, MBBS, MS, FACS, FAAP
From the Division of Plastic and Reconstructive Surgery 

Memorial Sloan Kettering Cancer Center  
321 E. 61st Street

New York, NY 10065
E-mail: shahzadf@mskcc.org

REFERENCES
	 1.	 Upton J, Guo L. Pediatric free tissue transfer: a 29-year experi-

ence with 433 transfers. Plast Reconstr Surg. 2008;121:1725–1737. 
	 2.	 Costello BJ, Rivera RD, Shand J, et al. Growth and development 

considerations for craniomaxillofacial surgery. Oral Maxillofac 
Surg Clin North Am. 2012;24:377–396. 

	 3.	 Farkas LG, Posnick JC, Hreczko TM. Growth patterns of the face: 
a morphometric study. Cleft Palate Craniofac J. 1992;29:308–315. 

	 4.	 Meikle MC. The role of the condyle in the postnatal growth of 
the mandible. Am J Orthod. 1973;64:50–62. 

	 5.	 Moss ML, Salentijn L. The primary role of functional matrices in 
facial growth. Am J Orthod. 1969;55:566–577. 

	 6.	 Scott JH. The growth of the cranio-facial skeleton. Ir J Med Sci. 
1962;438:276–286. 

	 7.	 Thilander B. Basic mechanisms in craniofacial growth. Acta 
Odontol Scand. 1995;53:144–151. 

	 8.	 Cronin RJ Jr, Oesterle LJ. Implant use in growing patients. 
Treatment planning concerns. Dent Clin North Am. 1998;42:1–34.

	 9.	 Genden EM, Buchbinder D, Chaplin JM, et al. Reconstruction 
of the pediatric maxilla and mandible. Arch Otolaryngol Head Neck 
Surg. 2000;126:293–300. 

	10.	 Bender ME, Lipin RB, Goudy SL. Development of the pediat-
ric temporomandibular joint. Oral Maxillofac Surg Clin North Am. 
2018;30:1–9. 

	11.	 Smartt JM Jr, Low DW, Bartlett SP. The pediatric mandible: 
I. A primer on growth and development. Plast Reconstr Surg. 
2005;116:14e–23e.

Fig. 5. Sagittal split osteotomy on iliac crest flap (A); step osteotomy with bone sliding on fibula flap (B). 
Reprinted with permission from Wolters Kluwer Health LWW from J Craniofac Surg. 2010;21(4):1238–1240.

mailto:shahzadf@mskcc.org?subject=
https://doi.org/10.1097/PRS.0b013e31816c3b81
https://doi.org/10.1097/PRS.0b013e31816c3b81
https://doi.org/10.1016/j.coms.2012.05.007
https://doi.org/10.1016/j.coms.2012.05.007
https://doi.org/10.1016/j.coms.2012.05.007
https://doi.org/10.1597/1545-1569_1992_029_0308_gpotfa_2.3.co_2
https://doi.org/10.1597/1545-1569_1992_029_0308_gpotfa_2.3.co_2
https://doi.org/10.1016/0002-9416(73)90280-7
https://doi.org/10.1016/0002-9416(73)90280-7
https://doi.org/10.1016/0002-9416(69)90034-7
https://doi.org/10.1016/0002-9416(69)90034-7
https://doi.org/10.1007/BF02957018
https://doi.org/10.1007/BF02957018
https://doi.org/10.3109/00016359509005964
https://doi.org/10.3109/00016359509005964
https://doi.org/10.1001/archotol.126.3.293
https://doi.org/10.1001/archotol.126.3.293
https://doi.org/10.1001/archotol.126.3.293
https://doi.org/10.1016/j.coms.2017.09.002
https://doi.org/10.1016/j.coms.2017.09.002
https://doi.org/10.1016/j.coms.2017.09.002


PRS Global Open • 2020

8

	12.	 Nahhas RW, Valiathan M, Sherwood RJ. Variation in timing, 
duration, intensity, and direction of adolescent growth in the 
mandible, maxilla, and cranial base: the Fels longitudinal study. 
Anat Rec (Hoboken). 2014;297:1195–1207. 

	13.	 Bjork A. Variations in the growth pattern of the human man-
dible: longitudinal radiographic study by the implant method. J 
Dent Res. 1963;42(1)Pt 2:400–411. 

	14.	 Foley TF, Mamandras AH. Facial growth in females 14 to 20 years 
of age. Am J Orthod Dentofacial Orthop. 1992;101:248–254. 

	15.	 Wolford LM, Karras SC, Mehra P. Considerations for orthogna-
thic surgery during growth, part 2: maxillary deformities. Am J 
Orthod Dentofacial Orthop. 2001;119:102–105. 

	16.	 Tahiri Y, Chang CS, Tuin J, et al. Costochondral grafting in cra-
niofacial microsomia. Plast Reconstr Surg. 2015;135:530–541. 

	17.	 Ware WH, Taylor RC. Growth center transplantation to replace 
damaged mandibular condyles. J Am Dent Assoc. 1966;73:128–137. 

	18.	 Goerke D, Sampson DE, Tibesar RJ, et al. Rib reconstruction of 
the absent mandibular condyle in children. Otolaryngol Head Neck 
Surg. 2013;149:372–376. 

	19.	 Perrott DH, Umeda H, Kaban LB. Costochondral graft construc-
tion/reconstruction of the ramus/condyle unit: long-term fol-
low-up. Int J Oral Maxillofac Surg. 1994;23(6 pt 1):321–328. 

	20.	 Kumar P, Rattan V, Rai S. Do costochondral grafts have any 
growth potential in temporomandibular joint surgery? A system-
atic review. J Oral Biol Craniofac Res. 2015;5:198–202. 

	21.	 Yang S, Fan H, Du W, et al. Overgrowth of costochondral grafts 
in craniomaxillofacial reconstruction: rare complication and lit-
erature review. J Craniomaxillofac Surg. 2015;43:803–812. 

	22.	 Guyuron B, Lasa CI Jr. Unpredictable growth pattern of costo-
chondral graft. Plast Reconstr Surg. 1992;90:880–6; discussion 887.

	23.	 Troulis MJ, Tayebaty FT, Papadaki M, et al. Condylectomy and 
costochondral graft reconstruction for treatment of active idio-
pathic condylar resorption. J Oral Maxillofac Surg. 2008;66:65–72. 

	24.	 Pluijmers BI, Caron CJ, Dunaway DJ, et al. Mandibular recon-
struction in the growing patient with unilateral craniofacial 
microsomia: a systematic review. Int J Oral Maxillofac Surg. 
2014;43:286–295. 

	25.	 Zhang WB, Liang T, Peng X. Mandibular growth after paediat-
ric mandibular reconstruction with the vascularized free fibula 
flap: a systematic review. Int J Oral Maxillofac Surg. 2016;45: 
440–447. 

	26.	 Temiz G, Bilkay U, Tiftikçioğlu YÖ, et al. The evaluation of flap 
growth and long-term results of pediatric mandible reconstruc-
tions using free fibular flaps. Microsurgery. 2015;35:253–261. 

	27.	 Nahabedian MY, Tufaro A, Manson PN. Improved mandible 
function after hemimandibulectomy, condylar head preserva-
tion, and vascularized fibular reconstruction. Ann Plast Surg. 
2001;46:506–510. 

	28.	 Pierse J, Ying-Peng Wun E, Pellecchia R, et al. Treatment of a 
rare ganglioneuroma with resection and reconstruction of the 
mandible: a case report and literature review. J Oral Maxillofac 
Surg. 2014;72:748.e1–748.e9. 

	29.	 Budal J. The osteogenic capacity of the periosteum. Oral Surg 
Oral Med Oral Pathol. 1979;47:227–229. 

	30.	 Sharma P, Williams R, Monaghan A. Spontaneous mandibular 
regeneration: another option for mandibular reconstruction in 
children? Br J Oral Maxillofac Surg. 2013;51:e63–e66. 

	31.	 Rai S, Rattan V, Jolly SS, et al. Spontaneous regeneration of 
bone in segmental mandibular defect. J Maxillofac Oral Surg. 
2019;18:224–228. 

	32.	 Khodayari A, Khojasteh A, Kiani M, et al. Spontaneous regen-
eration of the mandible after hemimandibulectomy: report of a 
case. J Dent (Tehran). 2011;8:152–156.

	33.	 Laurie SW, Kaban LB, Mulliken JB, et al. Donor-site mor-
bidity after harvesting rib and iliac bone. Plast Reconstr Surg. 
1984;73:933–938. 

	34.	 Nathan SS, Athanasian E, Boland PJ, et al. Valgus ankle defor-
mity after vascularized fibular reconstruction for oncologic dis-
ease. Ann Surg Oncol. 2009;16:1938–1945. 

	35.	 Ling XF, Peng X. What is the price to pay for a free fibula flap? 
A systematic review of donor-site morbidity following free fibula 
flap surgery. Plast Reconstr Surg. 2012;129:657–674. 

	36.	 Durst A, Clibbon J, Davis B. Distal tibial fractures are a poorly 
recognised complication with fibula free flaps. Ann R Coll Surg 
Engl. 2015;97:409–413. 

	37.	 Resnick CM, Genuth J, Calabrese CE, et al. Temporomandibular 
joint ankylosis after ramus construction with free fibula flaps 
in children with hemifacial microsomia. J Oral Maxillofac Surg. 
2018;76:2001.e1–2001.e15. 

	38.	 Ling XF, Peng X, Samman N. Donor-site morbidity of free fibula 
and DCIA flaps. J Oral Maxillofac Surg. 2013;71:1604–1612. 

	39.	 Kim HS, Kim JY, Hur H, et al. Herniation after deep circumflex 
iliac artery flap: two cases of rare complication. Maxillofac Plast 
Reconstr Surg. 2016;38:10. 

	40.	 Frodel JL Jr, Funk GF, Capper DT, et al. Osseointegrated 
implants: a comparative study of bone thickness in four vascular-
ized bone flaps. Plast Reconstr Surg. 1993;92:449–455.

	41.	 Teot L, Giovannini UM, Colonna MR. Use of free scapular crest 
flap in pediatric epiphyseal reconstructive procedures. Clin 
Orthop Relat Res. 1999:211–220.

	42.	 Eckardt AM, Barth EL, Berten J, et al. Pediatric mandibular 
resection and reconstruction: long-term results with autogenous 
rib grafts. Craniomaxillofac Trauma Reconstr. 2010;3:25–32. 

	43.	 Fernandes R, Fattahi T, Steinberg B. Costochondral rib grafts in 
mandibular reconstruction. Atlas Oral Maxillofac Surg Clin North 
Am. 2006;14:179–183. 

	44.	 Munro IR, Phillips JH, Griffin G. Growth after construction of 
the temporomandibular joint in children with hemifacial micro-
somia. Cleft Palate J. 1989;26:303–311.

	45.	 Tessier P, Kawamoto H, Posnick J, et al. Taking calvarial grafts–
tools and techniques: VI. The splitting of a parietal bone “flap”. 
Plast Reconstr Surg. 2005;116(5 Suppl):74S–88S. 

	46.	 Psillakis JM, Woisky R. A study of regeneration of donor areas of 
bone grafts. Ann Plast Surg. 1983;10:391–396. 

	47.	 Yang JH, Suh SW, Chang DG. Rib regeneration morphology after 
thoracoplasty in adolescent idiopathic scoliosis. Spine (Phila Pa 
1976). 2020;45:177–183. 

	48.	 Suk SI, Kim JH, Kim SS, et al. Thoracoplasty in thoracic adolescent 
idiopathic scoliosis. Spine (Phila Pa 1976). 2008;33:1061–1067. 

	49.	 Philip SJ, Kumar RJ, Menon KV. Morphological study of rib 
regeneration following costectomy in adolescent idiopathic sco-
liosis. Eur Spine J. 2005;14:772–776. 

	50.	 Kaban LB, Moses MH, Mulliken JB. Surgical correction of 
hemifacial microsomia in the growing child. Plast Reconstr Surg. 
1988;82:9–19.

	51.	 Pritchett JW. Growth and growth prediction of the fibula. Clin 
Orthop Relat Res. 1997:251–256.

	52.	 Fragniere B, Wicart P, Mascard E, et al. Prevention of ankle val-
gus after vascularized fibular grafts in children. Clin Orthop Relat 
Res. 2003:245–251.

	53.	 Omokawa S, Tamai S, Takakura Y, et al. A long-term study of 
the donor-site ankle after vascularized fibula grafts in children. 
Microsurgery. 1996;17:162–166. 

	54.	 Nathan SS, Hung-Yi L, Disa JJ, et al. Ankle instability after vascu-
larized fibular harvest for tumor reconstruction. Ann Surg Oncol. 
2005;12:57–64. 

	55.	 Weiland AJ, Weiss AP, Moore JR, et al. Vascularized fibular grafts 
in the treatment of congenital pseudarthrosis of the tibia. J Bone 
Joint Surg Am. 1990;72:654–662.

	56.	 Akakpo K, Iobst C, Old M, et al. Long-term follow-up with men-
tion of complications in pediatric microvascular mandibular 
reconstruction. Int J Pediatr Otorhinolaryngol. 2018;105:154–157. 

https://doi.org/10.1002/ar.22918
https://doi.org/10.1002/ar.22918
https://doi.org/10.1002/ar.22918
https://doi.org/10.1002/ar.22918
https://doi.org/10.1177/00220345630420014701
https://doi.org/10.1177/00220345630420014701
https://doi.org/10.1177/00220345630420014701
https://doi.org/10.1016/0889-5406(92)70094-Q
https://doi.org/10.1016/0889-5406(92)70094-Q
https://doi.org/10.1067/mod.2001.111400
https://doi.org/10.1067/mod.2001.111400
https://doi.org/10.1067/mod.2001.111400
https://doi.org/10.1097/PRS.0000000000000914
https://doi.org/10.1097/PRS.0000000000000914
https://doi.org/10.14219/jada.archive.1966.0199
https://doi.org/10.14219/jada.archive.1966.0199
https://doi.org/10.1177/0194599813486615
https://doi.org/10.1177/0194599813486615
https://doi.org/10.1177/0194599813486615
https://doi.org/10.1016/s0901-5027(05)80046-3
https://doi.org/10.1016/s0901-5027(05)80046-3
https://doi.org/10.1016/s0901-5027(05)80046-3
https://doi.org/10.1016/j.jobcr.2015.06.007
https://doi.org/10.1016/j.jobcr.2015.06.007
https://doi.org/10.1016/j.jobcr.2015.06.007
https://doi.org/10.1016/j.jcms.2015.03.041
https://doi.org/10.1016/j.jcms.2015.03.041
https://doi.org/10.1016/j.jcms.2015.03.041
https://doi.org/10.1016/j.joms.2007.08.030
https://doi.org/10.1016/j.joms.2007.08.030
https://doi.org/10.1016/j.joms.2007.08.030
https://doi.org/10.1016/j.ijom.2013.11.001
https://doi.org/10.1016/j.ijom.2013.11.001
https://doi.org/10.1016/j.ijom.2013.11.001
https://doi.org/10.1016/j.ijom.2013.11.001
https://doi.org/10.1016/j.ijom.2015.12.014
https://doi.org/10.1016/j.ijom.2015.12.014
https://doi.org/10.1016/j.ijom.2015.12.014
https://doi.org/10.1016/j.ijom.2015.12.014
https://doi.org/10.1002/micr.22334
https://doi.org/10.1002/micr.22334
https://doi.org/10.1002/micr.22334
https://doi.org/10.1097/00000637-200105000-00009
https://doi.org/10.1097/00000637-200105000-00009
https://doi.org/10.1097/00000637-200105000-00009
https://doi.org/10.1097/00000637-200105000-00009
https://doi.org/10.1016/j.joms.2013.12.014
https://doi.org/10.1016/j.joms.2013.12.014
https://doi.org/10.1016/j.joms.2013.12.014
https://doi.org/10.1016/j.joms.2013.12.014
https://doi.org/10.1016/0030-4220(79)90145-2
https://doi.org/10.1016/0030-4220(79)90145-2
https://doi.org/10.1016/j.bjoms.2012.04.255
https://doi.org/10.1016/j.bjoms.2012.04.255
https://doi.org/10.1016/j.bjoms.2012.04.255
https://doi.org/10.1007/s12663-018-1153-9
https://doi.org/10.1007/s12663-018-1153-9
https://doi.org/10.1007/s12663-018-1153-9
https://doi.org/10.1097/00006534-198406000-00014
https://doi.org/10.1097/00006534-198406000-00014
https://doi.org/10.1097/00006534-198406000-00014
https://doi.org/10.1245/s10434-009-0485-6
https://doi.org/10.1245/s10434-009-0485-6
https://doi.org/10.1245/s10434-009-0485-6
https://doi.org/10.1097/PRS.0b013e3182402d9a
https://doi.org/10.1097/PRS.0b013e3182402d9a
https://doi.org/10.1097/PRS.0b013e3182402d9a
https://doi.org/10.1308/003588415X14181254790086
https://doi.org/10.1308/003588415X14181254790086
https://doi.org/10.1308/003588415X14181254790086
https://doi.org/10.1016/j.joms.2018.05.004
https://doi.org/10.1016/j.joms.2018.05.004
https://doi.org/10.1016/j.joms.2018.05.004
https://doi.org/10.1016/j.joms.2018.05.004
https://doi.org/10.1016/j.joms.2013.03.006
https://doi.org/10.1016/j.joms.2013.03.006
https://doi.org/10.1186/s40902-016-0055-3
https://doi.org/10.1186/s40902-016-0055-3
https://doi.org/10.1186/s40902-016-0055-3
https://doi.org/10.1055/s-0030-1249371
https://doi.org/10.1055/s-0030-1249371
https://doi.org/10.1055/s-0030-1249371
https://doi.org/10.1016/j.cxom.2006.05.007
https://doi.org/10.1016/j.cxom.2006.05.007
https://doi.org/10.1016/j.cxom.2006.05.007
https://doi.org/10.1097/01.prs.0000177277.36391.28
https://doi.org/10.1097/01.prs.0000177277.36391.28
https://doi.org/10.1097/01.prs.0000177277.36391.28
https://doi.org/10.1097/00000637-198305000-00007
https://doi.org/10.1097/00000637-198305000-00007
https://doi.org/10.1097/BRS.0000000000003219
https://doi.org/10.1097/BRS.0000000000003219
https://doi.org/10.1097/BRS.0000000000003219
https://doi.org/10.1097/BRS.0b013e31816f2888
https://doi.org/10.1097/BRS.0b013e31816f2888
https://doi.org/10.1007/s00586-005-0949-8
https://doi.org/10.1007/s00586-005-0949-8
https://doi.org/10.1007/s00586-005-0949-8
https://doi.org/10.1002/(SICI)1098-2752(1996)17:3<162::AID-MICR13>3.0.CO;2-Y
https://doi.org/10.1002/(SICI)1098-2752(1996)17:3<162::AID-MICR13>3.0.CO;2-Y
https://doi.org/10.1002/(SICI)1098-2752(1996)17:3<162::AID-MICR13>3.0.CO;2-Y
https://doi.org/10.1007/s10434-004-1162-4
https://doi.org/10.1007/s10434-004-1162-4
https://doi.org/10.1007/s10434-004-1162-4
https://doi.org/10.1016/j.ijporl.2017.12.022
https://doi.org/10.1016/j.ijporl.2017.12.022
https://doi.org/10.1016/j.ijporl.2017.12.022


 Shahzad • Controversies in Pediatric Mandible Reconstruction

9

	57.	 Kurlander DE, Shue S, Schwarz GS, et al. Vascularized fibula 
epiphysis transfer for pediatric extremity reconstruction: a system-
atic review and meta-analysis. Ann Plast Surg. 2019;82:344–351. 

	58.	 Aldekhayel S, Govshievich A, Neel OF, et al. Vascularized proxi-
mal fibula epiphyseal transfer for distal radius reconstruction in 
children: a systematic review. Microsurgery. 2016;36:705–711. 

	59.	 Verbruggen SW, Nowlan NC. Ontogeny of the human pelvis. 
Anat Rec (Hoboken). 2017;300:643–652. 

	60.	 Kolomvos N, Iatrou I, Theologie-Lygidakis N, et al. Iliac crest 
morbidity following maxillofacial bone grafting in children: a 
clinical and radiographic prospective study. J Craniomaxillofac 
Surg. 2010;38:293–302. 

	61.	 Craig Cunningham LS, Black S. Developmental Juvenile Osteology. 
Elsevier; 2000.

	62.	 Teot L, Souyris F, Bosse JP. Pedicle scapular apophysis trans-
plantation in congenital limb malformations. Ann Plast Surg. 
1992;29:332–340. 

	63.	 Warren SM, Borud LJ, Brecht LE, et al. Microvascular recon-
struction of the pediatric mandible. Plast Reconstr Surg. 
2007;119:649–661. 

	64.	 Li JS, Chen WL, Huang ZQ, et al. Pediatric mandibular recon-
struction after benign tumor ablation using a vascularized fibular 
flap. J Craniofac Surg. 2009;20:431–434. 

	65.	 Lee H, Ercoli C, Fantuzzo JJ, et al. Oral rehabilitation of a 
12-year-old patient diagnosed with a central giant cell granuloma 
using a fibula graft and an implant-supported prosthesis: a clini-
cal report. J Prosthet Dent. 2008;99:257–262. 

	66.	 Bidra AS, Hofstede TM, Skoracki RJ, et al. Maxillofacial reha-
bilitation of a 7-year-old boy with osteosarcoma of the mandible 
using a free fibula flap and implant-supported prosthesis: a clini-
cal report. J Prosthet Dent. 2009;102:348–353. 

	67.	 Bohner L, Hanisch M, Kleinheinz J, et al. Dental implants in 
growing patients: a systematic review. Br J Oral Maxillofac Surg. 
2019;57:397–406. 

	68.	 Mankani N, Chowdhary R, Patil BA, et al. Osseointegrated dental 
implants in growing children: a literature review. J Oral Implantol. 
2014;40:627–631. 

	69.	 Levine JP, Bae JS, Soares M, et al. Jaw in a day: total maxillofa-
cial reconstruction using digital technology. Plast Reconstr Surg. 
2013;131:1386–1391. 

	70.	 Aksu AE, Dursun E, Calis M, et al. Intraoral use of extraoral 
implants for oral rehabilitation of a pediatric patient after resec-
tion of ewing sarcoma of the mandible and reconstruction 
with iliac osteocutaneous free flap. J Craniofac Surg. 2014;25: 
930–933. 

	71.	 Berryhill WE, Rimell FL, Ness J, et al. Fate of rigid fixation 
in pediatric craniofacial surgery. Otolaryngol Head Neck Surg. 
1999;121:269–273. 

	72.	 Guo L, Ferraro NF, Padwa BL, et al. Vascularized fibular graft 
for pediatric mandibular reconstruction. Plast Reconstr Surg. 
2008;121:2095–2105. 

	73.	 Taylan Filinte G, Akan İM, Ayçiçek Çardak GN, et al. Dilemma in 
pediatric mandible fractures: resorbable or metallic plates? Ulus 
Travma Acil Cerrahi Derg. 2015;21:509–513. 

	74.	 Fernández-Olarte H, Gómez-Delgado A, López-Dávila D, et al. 
Is the mandibular growth affected by internal rigid fixation?: a 
systematic review. J Maxillofac Oral Surg. 2017;16:277–283. 

	75.	 Phillips JH, Rechner B, Tompson BD. Mandibular growth follow-
ing reconstruction using a free fibula graft in the pediatric facial 
skeleton. Plast Reconstr Surg. 2005;116:419–24; discussion 425. 

	76.	 Nam JW, Nam W, Cha IH, et al. Considerations for mandibu-
lar reconstruction in the pediatric patient following resection of 
malignant tumors. J Craniofac Surg. 2019;30:e163–e168. 

	77.	 Crosby MA, Martin JW, Robb GL, et al. Pediatric mandibu-
lar reconstruction using a vascularized fibula flap. Head Neck. 
2008;30:311–319. 

	78.	 Olvera-Caballero C. Mandibular reconstruction in children. 
Microsurgery. 2000;20:158–161. 

	79.	 Wan DC, Taub PJ, Allam KA, et al. Distraction osteogenesis of 
costocartilaginous rib grafts and treatment algorithm for severely 
hypoplastic mandibles. Plast Reconstr Surg. 2011;127:2005–2013. 

	80.	 Siciliano S, Lengelé B, Reychler H. Distraction osteogenesis of a 
fibula free flap used for mandibular reconstruction: preliminary 
report. J Craniomaxillofac Surg. 1998;26:386–390. 

	81.	 Yonehara Y, Takato T, Harii K, et al. Secondary lengthening of 
the reconstructed mandible using a gradual distraction tech-
nique–two case reports. Br J Plast Surg. 1998;51:356–358. 

	82.	 Bobinskas AM, Subramaniam SS, Vujcich NJ, et al. Bilateral dis-
traction osteogenesis of vascularized iliac crest free flaps used 
in mandibular reconstruction. Plast Reconstr Surg Glob Open. 
2016;4:e635. 

	83.	 Santamaría E, Morales C, Taylor JA, et al. Mandibular micro-
surgical reconstruction in patients with hemifacial microsomia. 
Plast Reconstr Surg. 2008;122:1839–1849. 

	84.	 Li L, Blake F, Gbara A, et al. Distraction osteogenesis in sec-
ondary microsurgical mandible reconstruction: report of seven 
cases. J Craniomaxillofac Surg. 2008;36:273–278. 

	85.	 Friedrich RE, Hellner D, Plambeck K, et al. Application of B-scan 
ultrasonography for analysis of callus distraction in vascularized 
fibular grafts of the mandible: a report of three patients. J Oral 
Maxillofac Surg. 1997;55:635–640. 

	86.	 Stelnicki EJ, Lin WY, Lee C, et al. Long-term outcome study 
of bilateral mandibular distraction: a comparison of Treacher 
Collins and Nager syndromes to other types of micrognathia. 
Plast Reconstr Surg. 2002;109:1819–25; discussion 1826. 

	87.	 Corcoran J, Hubli EH, Salyer KE. Distraction osteogenesis of cos-
tochondral neomandibles: a clinical experience. Plast Reconstr 
Surg. 1997;100:311–5; discussion 316. 

	88.	 Klesper B, Lazar F, Siessegger M, et al. Vertical distraction osteo-
genesis of fibula transplants for mandibular reconstruction–a 
preliminary study. J Craniomaxillofac Surg. 2002;30:280–285. 

	89.	 Hirota M, Mizuki N, Iwai T, et al. Vertical distraction of a free 
vascularized osteocutaneous scapular flap in the reconstructed 
mandible for implant therapy. Int J Oral Maxillofac Surg. 
2008;37:481–483. 

	90.	 Cheung LK, Chua HD, Hariri F, et al. Alveolar distraction 
osteogenesis for dental implant rehabilitation following 
fibular reconstruction: a case series. J Oral Maxillofac Surg. 
2013;71:255–271. 

	91.	 Cheung LK, Hariri F, Chua HD. Alveolar distraction osteo-
genesis for oral rehabilitation in reconstructed jaws. Curr Opin 
Otolaryngol Head Neck Surg. 2011;19:312–316. 

	92.	 Kim JW, Lee CH, Kwon TG. Sagittal split osteotomy on the pre-
viously reconstructed mandible with fibula free flap. J Craniofac 
Surg. 2014;25:1833–1835. 

	93.	 Visavadia BG, Heliotis M, Sneddon KJ, et al. Sagittal split oste-
otomy of a vascularised iliac crest free flap to correct residual 
asymmetry and malocclusion in the reconstructed mandible. Br J 
Oral Maxillofac Surg. 2005;43:65–67. 

	94.	 Mensink G, Verweij JP, Gooris PJ, et al. Bilateral sagittal split oste-
otomy in a mandible previously reconstructed with a non-vascu-
larized bone graft. Int J Oral Maxillofac Surg. 2013;42:830–834. 

	95.	 Gennaro P, Torroni A, Leonardi A, et al. Role of a new orthogna-
thic surgery in maxillomandibular reconstruction by free flaps. J 
Craniofac Surg. 2010;21:1238–1240. 

	96.	 Chang YM, Chana JS, Wei FC, et al. Osteotomy to treat maloc-
clusion following reconstruction of the mandible with the free 
fibula flap. Plast Reconstr Surg. 2003;112:31–36. 

	97.	 Eski M, Deveci M, Sengezer M. Use of bilateral segmen-
tal ostectomy to correct malocclusion in the reconstructed 
mandible with a free fibular bone flap. Plast Reconstr Surg. 
2007;119:759–761. 

https://doi.org/10.1097/SAP.0000000000001615
https://doi.org/10.1097/SAP.0000000000001615
https://doi.org/10.1097/SAP.0000000000001615
https://doi.org/10.1002/micr.22521
https://doi.org/10.1002/micr.22521
https://doi.org/10.1002/micr.22521
https://doi.org/10.1002/ar.23541
https://doi.org/10.1002/ar.23541
https://doi.org/10.1016/j.jcms.2009.10.004
https://doi.org/10.1016/j.jcms.2009.10.004
https://doi.org/10.1016/j.jcms.2009.10.004
https://doi.org/10.1016/j.jcms.2009.10.004
https://doi.org/10.1097/00000637-199210000-00010
https://doi.org/10.1097/00000637-199210000-00010
https://doi.org/10.1097/00000637-199210000-00010
https://doi.org/10.1097/01.prs.0000246482.36624.bd
https://doi.org/10.1097/01.prs.0000246482.36624.bd
https://doi.org/10.1097/01.prs.0000246482.36624.bd
https://doi.org/10.1097/SCS.0b013e31819b96db
https://doi.org/10.1097/SCS.0b013e31819b96db
https://doi.org/10.1097/SCS.0b013e31819b96db
https://doi.org/10.1016/S0022-3913(08)60057-8
https://doi.org/10.1016/S0022-3913(08)60057-8
https://doi.org/10.1016/S0022-3913(08)60057-8
https://doi.org/10.1016/S0022-3913(08)60057-8
https://doi.org/10.1016/S0022-3913(09)60190-6
https://doi.org/10.1016/S0022-3913(09)60190-6
https://doi.org/10.1016/S0022-3913(09)60190-6
https://doi.org/10.1016/S0022-3913(09)60190-6
https://doi.org/10.1016/j.bjoms.2019.04.011
https://doi.org/10.1016/j.bjoms.2019.04.011
https://doi.org/10.1016/j.bjoms.2019.04.011
https://doi.org/10.1563/AAID-JOI-D-11-00186
https://doi.org/10.1563/AAID-JOI-D-11-00186
https://doi.org/10.1563/AAID-JOI-D-11-00186
https://doi.org/10.1097/PRS.0b013e31828bd8d0
https://doi.org/10.1097/PRS.0b013e31828bd8d0
https://doi.org/10.1097/PRS.0b013e31828bd8d0
https://doi.org/10.1097/SCS.0000000000000709
https://doi.org/10.1097/SCS.0000000000000709
https://doi.org/10.1097/SCS.0000000000000709
https://doi.org/10.1097/SCS.0000000000000709
https://doi.org/10.1097/SCS.0000000000000709
https://doi.org/10.1016/S0194-5998(99)70183-X
https://doi.org/10.1016/S0194-5998(99)70183-X
https://doi.org/10.1016/S0194-5998(99)70183-X
https://doi.org/10.1097/PRS.0b013e3181712399
https://doi.org/10.1097/PRS.0b013e3181712399
https://doi.org/10.1097/PRS.0b013e3181712399
https://doi.org/10.5505/tjtes.2015.23922
https://doi.org/10.5505/tjtes.2015.23922
https://doi.org/10.5505/tjtes.2015.23922
https://doi.org/10.1007/s12663-016-0968-5
https://doi.org/10.1007/s12663-016-0968-5
https://doi.org/10.1007/s12663-016-0968-5
https://doi.org/10.1097/01.prs.0000172677.71629.10
https://doi.org/10.1097/01.prs.0000172677.71629.10
https://doi.org/10.1097/01.prs.0000172677.71629.10
https://doi.org/10.1097/SCS.0000000000005098
https://doi.org/10.1097/SCS.0000000000005098
https://doi.org/10.1097/SCS.0000000000005098
https://doi.org/10.1002/hed.20695
https://doi.org/10.1002/hed.20695
https://doi.org/10.1002/hed.20695
https://doi.org/10.1002/1098-2752(2000)20:4<158::aid-micr2>3.0.co;2-l
https://doi.org/10.1002/1098-2752(2000)20:4<158::aid-micr2>3.0.co;2-l
https://doi.org/10.1097/PRS.0b013e31820cf4d6
https://doi.org/10.1097/PRS.0b013e31820cf4d6
https://doi.org/10.1097/PRS.0b013e31820cf4d6
https://doi.org/10.1016/s1010-5182(98)80072-3
https://doi.org/10.1016/s1010-5182(98)80072-3
https://doi.org/10.1016/s1010-5182(98)80072-3
https://doi.org/10.1054/bjps.1997.0224
https://doi.org/10.1054/bjps.1997.0224
https://doi.org/10.1054/bjps.1997.0224
https://doi.org/10.1097/GOX.0000000000000623
https://doi.org/10.1097/GOX.0000000000000623
https://doi.org/10.1097/GOX.0000000000000623
https://doi.org/10.1097/GOX.0000000000000623
https://doi.org/10.1097/PRS.0b013e31818cc349
https://doi.org/10.1097/PRS.0b013e31818cc349
https://doi.org/10.1097/PRS.0b013e31818cc349
https://doi.org/10.1016/j.jcms.2007.07.013
https://doi.org/10.1016/j.jcms.2007.07.013
https://doi.org/10.1016/j.jcms.2007.07.013
https://doi.org/10.1016/s0278-2391(97)90500-0
https://doi.org/10.1016/s0278-2391(97)90500-0
https://doi.org/10.1016/s0278-2391(97)90500-0
https://doi.org/10.1016/s0278-2391(97)90500-0
https://doi.org/10.1097/00006534-200205000-00006
https://doi.org/10.1097/00006534-200205000-00006
https://doi.org/10.1097/00006534-200205000-00006
https://doi.org/10.1097/00006534-200205000-00006
https://doi.org/10.1097/00006534-199708000-00004
https://doi.org/10.1097/00006534-199708000-00004
https://doi.org/10.1097/00006534-199708000-00004
https://doi.org/10.1016/s1010-5182(02)90315-x
https://doi.org/10.1016/s1010-5182(02)90315-x
https://doi.org/10.1016/s1010-5182(02)90315-x
https://doi.org/10.1016/j.ijom.2008.01.002
https://doi.org/10.1016/j.ijom.2008.01.002
https://doi.org/10.1016/j.ijom.2008.01.002
https://doi.org/10.1016/j.ijom.2008.01.002
https://doi.org/10.1016/j.joms.2012.09.028
https://doi.org/10.1016/j.joms.2012.09.028
https://doi.org/10.1016/j.joms.2012.09.028
https://doi.org/10.1016/j.joms.2012.09.028
https://doi.org/10.1097/MOO.0b013e3283488452
https://doi.org/10.1097/MOO.0b013e3283488452
https://doi.org/10.1097/MOO.0b013e3283488452
https://doi.org/10.1097/SCS.0000000000001058
https://doi.org/10.1097/SCS.0000000000001058
https://doi.org/10.1097/SCS.0000000000001058
https://doi.org/10.1016/j.bjoms.2004.09.009
https://doi.org/10.1016/j.bjoms.2004.09.009
https://doi.org/10.1016/j.bjoms.2004.09.009
https://doi.org/10.1016/j.bjoms.2004.09.009
https://doi.org/10.1016/j.ijom.2013.01.019
https://doi.org/10.1016/j.ijom.2013.01.019
https://doi.org/10.1016/j.ijom.2013.01.019
https://doi.org/10.1097/SCS.0b013e3181e5703a
https://doi.org/10.1097/SCS.0b013e3181e5703a
https://doi.org/10.1097/SCS.0b013e3181e5703a
https://doi.org/10.1097/01.PRS.0000065910.66161.DD
https://doi.org/10.1097/01.PRS.0000065910.66161.DD
https://doi.org/10.1097/01.PRS.0000065910.66161.DD
https://doi.org/10.1097/01.prs.0000254924.94051.b9
https://doi.org/10.1097/01.prs.0000254924.94051.b9
https://doi.org/10.1097/01.prs.0000254924.94051.b9
https://doi.org/10.1097/01.prs.0000254924.94051.b9

	﻿Growth
	﻿Mechanisms of Facial Growth
	﻿Maxillary and Mandibular growth
	﻿Growth in Non-vascularized Bone Grafts
	﻿Growth in Vascularized Bone Grafts
	﻿Spontaneous Regeneration of the Mandible:

	﻿Donor Sites
	﻿Rib
	﻿Fibula
	﻿Iliac Crest
	﻿Scapula

	﻿Dental Rehabilitation
	﻿Hardware Removal
	﻿Secondary Procedures
	﻿Distraction Osteogenesis:
	﻿Orthognathic-type Bone Sliding Procedures
	﻿Segmental Ostectomy

	﻿Conclusions

