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Abstract: In recent years, increase in occurrence of road traffic accidents due to avoidance & ignorance of
traffic safety rules, self fall due to suicidal tendency, assaults due to interpersonal violence, professional
hazards due to poor working conditions etc. resulted in increase in number of mandibular fractures. Though
there is various treatment modalities in respect to immobilize the fracture segment but open reduction and rigid
or nonrigid fixation by miniplate or Primary reconstruction plate as per champys guideline is the best possible
way for parasymphysis fractures.
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I. Introduction

In the era of increasing automobilization and industrialization, the treatment of mandibular fractures
has attained a prominent position. Mandible is a corticocancellous bone and constitutes the strongest and most
rigid component of the facial skeleton, second most commonly fractured part of the maxillofacial skeleton, a
fact directly related to its prominence and exposed situation."*?

The Goal of the treatment of mandible fracture should be to return the patient to a preinjury state of
function and esthetics, restore proper function by ensuring union of the fractured segments and reestablishing
preinjury strength; to restore any contour defect that might arise as a result of the injury; and to prevent infection
at the fracture site.

Il. Incidence Of Parasymphysis And Body Fracture

Using the classification by Dingman and Natvig,2 the region of the symphysis is bound by vertical
lines just distal to the lower canine teeth. Fractures in this location are also commonly referred to as
parasymphyseal. The region of the body comprises the mandible from the canine line to a line coinciding to the
anterior border of the masseter muscle.

Anstomical interpratation of parasymphysis* | | Zone of tension & compression** l | Champys ostsosynthasis lins™

I11. Biomechanics

From a biomechanical aspect, the mandible represents two Class Il levers joined in the midline with
the fulcrum at the summit of each condyle, muscle force is applied distal to the fulcrum, and occlusal force is
applied distal to the muscle force. Understanding of the muscle attachments and forces imposed on the mandible
are useful in assisting the surgeon when planning treatment. Champy and colleagues*? used this biomechanical
approach when describing the ideal lines of osteosynthesis. In the body of the mandible, the masticatory forces
create strains of tension along the alveolar bone superior to the mandibular canal, and compression strains along
the inferior border of the mandible. With a fracture in the mandibular body, the zone of compression is
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favorable in maintaining bony contact; however, the zone of tension strives to pull the bone apart. This force
must be neutralized when applying fixation. In the anterior mandible there are moments of torsion that are
highest in the mandibular symphysis. According to Champy and colleagues, in symphysis the placement of 2
miniplates separated by 4 to 5 mm is necessary to neutralize the moments of torsion.

IV. Treatment Option

Surgical treatment of Symphysis fracture of mandible can be done either by close reduction or open
reduction. Closed reduction done by intermaxillary fixation with Erich arch bar fixed by 26 gauge wire or
elastic. It also can be done by IMF screw placed in sound bone in the anterior and posterior vestibular regions,
and provide a bone anchor for elastics or wires for IMF. Skeletal suspension wires can be placed within sound
bone in the zygomatic buttress or piriform aperture region. Circummandibular wires can be placed proximal and
distal to the fracture and on the contralateral side, and then secured to the maxillary skeletal fixation with
connector wires.*? Most adult mandibular body or parasymphysis fractures requires 4 to 6 weeks of stabilization.
For those patients with minimally displaced mandibular fractures in the tooth-bearing area, 2 weeks may be
sufficient.™

The objective of the internal fixation is to limit interfragmentary motion to achieve these requirements.’
Healing time is directly related to the size of the gap between bone and interfragment motion. Two goals of rigid
internal fixation with open reduction, are to stabilize bone fragments to minimize movement, in conjunction
with having the smallest gap possible between the fracture margins.'** Many choices for internal fixation of
body and symphysis fractures are available, including lag screws, miniplates, trauma plates, and reconstruction
plates. The application of any of these can be considered “rigid” fixation.

Since the 1978 publication by Champy and colleague®® of 103 cases of mandibular osteosynthesis, the
use of miniplates placed along the lines of osteosynthesis have been indicated as an effective treatment modality
’.In the symphysis two plates are used, separated by 4 to 5 mm, to neutralize the moments of torsion. It is
necessary to bend these plates so that they lie passively on bone before monocortical screws are placed. When
there is lack of bony contact following fracture reduction because of bone loss or there is significant
comminution, rigid plates may be placed along the inferior border of the mandible using bicortical screws. The
thicker the plate, the more difficult it is to bend, so that it will lie flush with the bone on either side of the
fracture. If the plate is not passively adapted to the underlying bone, the engaging of the screw will create
pressure that displaces the fracture, resulting in a poor reduction and malocclusion. Moreover, the bone
underlying the plate can resorb and the fixation can become loose. The introduction of locking plates and screws
overcomes the need for passive adaptation. The screw locks into the plate, creating a rigid functional unit, and
removes unfavorable pressure from the bone. This procedure decreases the probability of bone resorption, screw
loosening, hardware failure, and fracture displacement. Lag screw and Trans osseous wiring also can be done as
a treatment modality.

V. Case History And Surgical Procedure

A 23 year old male patient came to our hospital two days back with trauma to face due to road traffic
accident. He was treated elsewhere for primary management of trauma and some cut injury on cheek and upper
lip. On examination it was noticed that mandible fragment was mobile at right lateral incisor and canine
interphase. Mild sublingual ecchymosis was noticed. Initiallly differential count was little bit higher so patient
was admitted and treated by Intravenous antibiotic and intravenous dexamethasone for 3 days and then planned
OT was done under GA. Mandible parasymphysis was exposed by an incision at submental region and after
reduction and immobilization, two plate fixation done as per champys guideline. As it was an oblique fracture a
properly contoured 6 hole 2.5 mm Ti ultralock plate fixed at lower border by 2.5 mm Ti cross slot screw and
another 5 hole 2 mm Ti miniplate fixed at 4mm superior to previous one below the apices by 2 mm Ti cross slot
screw. Suture was done in layers and skin closure done by stapler. Upper lip was repaired by 3-0 vicryl and 5-0
prolene. Pressure bandage given and postoperively fluid supplementation along with antibiotic and analgesic
was given.

DOI: 10.9790/0853-1807110709 www.iosrjournals.org 8 | Page



Mandibular Parasymphysis Fracture and Its Management: A Case Report

VI. Conclusion
Mandible performs a number of important functions enabling a person to articulate, express, chew and

eat. All of the above functions are highly important for leading a normal life. Open reduction & internal fixation
remained the gold standard for the treatment of majority of the complex injuries Conventional treatment
modalities using miniplates fixation as per champys osteosynthesis line give good results to patient early

recovery.
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