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Chin is located on most prominent portion of the face, so make more important esthetic value in
impression. So historicaly, many authors had made efforts on correction of deformed chin, termed
genioplasty. But those technique have been performed on limited cases, which have normal shape or
width of chin. In the cases with more narrow or short chin, location of mental foramen or root of
incisors restrict the use of such technique. But modified genioplasty technique we used can be performed
without any restriction and change of frontal profile of chin.

So we report a case that was performed with modified horizontal step osteotomy for advancement
genioplasty, which had been reported by Hinds and Kent, with some complications.

I. INTRODUCTION

Macrogenia is defined as enlargement of the chin,
induding both the osseous and soft-tissue components,
Osseous macrogenia may be classified into three subg-
roups® according to the vectors of bone growth and
as followings + there is isolated overgrowth in the ante-
rior direction(anterior excess of pogonion) : there is iso-
lated bone growth inferiorly(downward movement of
menton) © there is combination growth of chin in a dow-
nward and anterior direction. These subgroups are not
discret entities. However in most circumstances one type
predominates and various surgical approaches may be
needed for these different entities.

For the treatment of macrogenia, in 1965, Reihenbadch
et al® advocated correction of the vertically elongated
mandibular symphysis by a horizontal osteotomy and
removal of a wedge of bone superiorly.

In 1969, Hint and Kent* published the various surgi-
cal techniques based on horizontal osteotomy for jaw
deformites including microgenia, macrogenia and chin
asymmetry. For macrogenia patient with protuded chin,
we present a case of modified technique® of horizontal
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step osteotomy described by Hint and Kent
II. CASE REPORT

A 22 year old woman came to our oral and maxillofa-
dal dep. with chief complaint of prominent chin

Clinical findings

In profile view, maxilla is slightly retruded and chin
was protruded more anterioly than vertically(Fig 1).
In frontal view, mandible width and vertical height were
normal appearance(Fig. 2). Her dentition was class HI
dlassification with posterior cross bite on left side. There
were no anterior crossbite and complaint of malocclusion
(Fig 3).

Cephalometric analysis

Gonial angle was within normal limits, but facial plane
angle was greater than normal limits and SNA was un-
der normal limits(Fig 3 and Table D.

Sumgical technique
Conventional genioplasty incision and dissection was



Fig. 1. Preoperative frontal view

Table 1. Preoperative cephalometric analysis

Gonial Angle 125

SNA 75

SNB 79

Facial Plane Angle 84
Anterior Facial Height 132

Fig. 2. Preoperative lateral view

performed at the bottom of the vestibule extending from
canine to canine and mucoperosteum was reflected. Ca-
refully mental nerves were identified and protected. After
vertical marking of midline on mandible with saw horizo-
ntal osteotomy was made 5mm below the apices of the
cuspids and extended posteriorly to a point 3mm anterior
to mental foramina bilaterally. Then fibrst vertical osteo-
tomy was made from the posterior point of horizontal
osteotomy through the inferior border of the mandible
and swecond vertical osteotomy was made anterior to
the first osteotomy(Fig. 4 and 5). Same procedure was
performed on opposit side. The wedge bones between
vertical osteotomies were removed bilaterally. Then the
chin segment was repositioned posteriorly into the pre-
determined position and stabilized with wire(Fig. 6 and
7). Sharp bony edge created by setback was rounded
with bur. The incision was closed in layers

Fig. 4. Showing the anterior segment after osteoto-
mies

Fig. 5. Drawing of osteotomies
(Reproduced from Hinds and Kent®)



Fig. 6. Showing the segment fixation with wire and
packed bone chips between gap

Fig. 7. Drawing the segment fixation and retruded se-

gment
(Reproduced from Hinds and Kent?)

I, DISCUSSION

Generally the surgical techniques for genioplasty are
the methods using the horizontal osteotomy®™®. These
techniques have been used for microgenia, macrogenia
and chin asymmetry popularly, and the results are supe-
rior than other techniques. However, in macrogenia pa-
tient with pogonion excess only, use of the conventional
horizontal reduction ostectomy has some limitations due
to the position of the mental foramina, the height of
anterior mandible, and the apices of lower anterior teeth,
and will change the mandibular width. The reduction
genioplasty technique described is a modification of the
horizontal step osteotomy for microgenia described by
Hinds and Kent. This modified technique is indicated
when the gonial angle and mandibular plane angle are

normal, and only reduction if chin is desired with main-
taining of vertical dimension of chin, and it can be used
for macrogenia patient with a narrow, pointed chin It
has some advantages as followings - It maintaina a soft
tissue pedide to the genial segment for viability™® : It
allows for maximum bony approximation and easy stabi-
lization through removal of wedge shaped segment of
bone. : It is not difficult and requries the same amount
of time to perform as conventional techniques. © additio-
naly, it can control the mandible height by angulation
of osteotomy. However, it has difficulty in bone segment
fixation with wire, and can produce unpredictable soft
tissue change such as double chin (Fig 89 and Table
2).

Fig. 9. view showing unpredictable soft
tissue change such as double chin
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Table 2. Postoperative cephalometric analysis

Gonial Angle 127 CV. Mosby Company.
SNA 7% 5. Putnam JM, and Donovan M.G. : Modified Reduc-
SNB 79 tion Genioplasty. ] Oral Surg 47 : 203-205, 1989.
Facial Plane Angle 80 6. Bell WH, Profit WB, and White RP.: Surgical
Anterior Facial Height 134 Correction of Dentofacial Deformities, Vol 2. Philade-
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