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Concomitant Temporomandibular Joint Ankylosis and 
Maxillomandibular Fusion in a Child with Klippel- Feil Syndrome: A 
Case Report
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Klippel-Feil syndrome (KFS) is classically characterized by fusion of any of the two of seven cervical 
vertebrae. It is identified by the presence of a triad of clinical signs including short neck, limitation of head 
and neck movements and low posterior hairline. Unusual bony malformations leading to facial asymmetry 
is the most common oral manifestation associated with KFS. Such maxillomandibular fusion can also result 
in restricted mouth opening in children. It’s a challenge to provide complete rehabilitation in such children. 
This paper presents a report of a type II KFS with both maxillomandibular fusion and temporomandibular 
joint ankylosis which led to the limited mouth opening in a six-year-old child. Also, the child showed an 
inadequate development of speech, facial asymmetry and compromised oral health owing to the restricted 
mouth opening. After thorough investigations, surgery was done which restored limited mouth opening which 
led to normalizing of speech and oral health.
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INTRODUCTION

Klippel–Feil syndrome (KFS) is a rare condition classically 
presented with unusually short neck, lower posterior hair 
line and limited movement of the head and neck.1 KFS is 

characterized by the congenital fusion of any of the two of the seven 
cervical vertebrae. It occurs in 1in 30,000 to 1 in 40,000 live births 
with an increased predilection to females.2 KFS may be associated 
with anomalies of the genitourinary, musculoskeletal, neurological, 
respiratory, cardiac and urogenital systems.3 Since this condition 
involves multiple systems, the rehabilitation of these patients 
requires a multidisciplinary approach.

Divergent reports exist in the literature concerning the oral 
findings in individuals with KFS. While some authors have commu-
nicated congenital duplication of the mandible, maxillomandibular 
fusion has also been reported by others.4-8 Mandibular prognathism 
has been reported in few cases of KFS, while other cases of KFS 
reported micrognathia.1, 9 Other oral findings include the presence 
of cleft palate, jaw cysts, impacted canine, bifid tongue, etc.1, 3, 9-12 
There are four different types of KFS.3 The oral manifestations are 
not unique to any particular KFS. Therefore the clinician should 
keep in mind that no classical oral findings will be associated with 
any particular KFS.

Usually, restricted mouth opening in patients with KFS is 
commonly attributed to pseudo-ankylosis of the temporoman-
dibular joint (TMJ).1 The association between true TMJ anky-
losis and concomitant maxillomandibular fusion in children 
with KFS is rarely reported in the literature. This paper presents 
a report of a type II KFS with both maxillomandibular fusion and 
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temporomandibular joint ankylosis which led to the limited mouth 
opening in a six-year-old child. We discuss the challenges faced in 
surgically rehabilitating this child due to the osseous defects that 
were seen in the head and neck region.

Case Presentation
A six-year-old girl known case of type II KFS was referred 

from Department of Pediatrics with the chief complaint of restricted 
ability to open her mouth and eat her food properly since child-
hood. The parents reported that the limited mouth opening increased 
progressively since then. The parents did not give any history of 
trauma to the face during her childhood. There was no significant 
familial history.

On examination, she presented with a short and twisted neck 
like torticollis, small palm, and delayed development of speech. 
She had mild asymmetry affecting the lower part of the face. With 
an inter-incisal opening of 10mm (Figure 1), a minimal intra-
oral examination was possible which revealed multiple decayed 
primary teeth.

Sagittal sections of the two-dimensional computerized tomog-
raphy (CT) scan of this patient showed abnormal bony deposition 
in the left TMJ with obliteration of the joint space as well as an 
elongated coronoid process (Figure 2).The coronal sections showed 
the unusual bony mass between the left maxillary buttress and the 
left coronoid region (Figure 3) and the complete obliteration of the 
TMJ area on the left side as compared to the right side (Figure 4). 
The unusual fusion present in between the second and third cervical 
vertebrae is evident in the CT scan (Figure 5).

Figure 1: Child patient with inter incisal opening of 10mm

Figure 2: Two-dimensional computerized tomography scan 
showing abnormal bony deposition in the left TMJ with 
obliteration of the joint space as well as an elongated 
coronoid process

Figure 3: Two-dimensional computerized tomography scan 
showing the unusual bony mass between the left 
maxillary buttress and the left coronoid region.

Figure 4: Two-dimensional computerized tomography 
scan is showing the complete obliteration of the 
temporomandibular joint region on the left side as 
compared to the right side.
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Figure 3: Two-dimensional computerized tomography scan showing the unusual bony mass 

between the left maxillary buttress and the left coronoid region. 

 

Figure 4: Two-dimensional computerized tomography scan is showing the complete obliteration 

of the temporomandibular joint region on the left side as compared to the right side. 
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The three dimensional CT images of head and neck of the patient 
showed the apparent tilt in the neck with an abnormal fusion of the 
second and third cervical vertebrae (Figure 6). The left lateral view 
also revealed abnormal fusion present in the left TMJ area (Figure 
6, 7), abnormal fusion of maxillary buttress to duplicated coronoid 
process and normal appearing right TMJ (Figure 8).

The child was diagnosed of left TMJ ankylosis with the left 
maxillomandibular fusion and duplication of coronoid process on 
the left side of the mandible. The child was taken up for surgical 
resection of the fused masses present in the left TMJ and the left 
maxillomandibular area. Extensive fusion of TMJ and maxilloman-
dibular segments reduced the mouth opening severely, while the 
abnormal fusion of second and third cervical vertebrae led to atlan-
toaxial instability. These two factors posed a significant challenge 
in intubation of the patient in our case hence a fiberoptic intubation 
was used to provide general anesthesia.

Figure 5: Two-dimensional computerized tomography scan 
showing the unusual fusion present in between the 
second and third cervical vertebrae

Figure 6: Three-dimensional computerized tomography image 
showing the obvious tilt in the neck

The access for the ankylotic mass was through a standard pre 
auricular approach with the Al-Kayat and Bramley modification.13 
The initial incision was carried through the skin, the subcutaneous 
tissue, superficial temporalis fascia, all to be incorporated in a 
single unit. The flap was raised exposing the deep temporalis fascia 
overlying the temporalis muscle. The dissection started initially 
above the zygomatic arch staying close to the auricular cartilage 
to avoid injuries to the facial nerve. Once the root of the zygoma 
was identified an oblique incision was made parallel to temporal 
branch of facial nerve. A periosteal elevator was inserted beneath 
the superficial layer of temporalis fascia, and the periosteum was 
reflected to expose the ankylotic mass.14 The ankylotic mass was 
then delivered by sequential osteotomy. The fusion between the left 
maxillary buttress and the left coronoid process was removed via an 
intraoral approach (Figure 9). Following the removal of the unusual 
fusion there was a significant improvement in the mouth opening 
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Figure 7: Three-dimensional computerized tomography 
image showing abnormal fusion present in the left 
temporomandibular joint area.

Figure 8: Three-dimensional computerized tomography image 
showing an unusual fusion of the maxillary buttress 
region with the left coronoid region.
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Figure 8: Three-dimensional computerized tomography image showing an unusual fusion of the 

maxillary buttress region with the left coronoid region. 
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Figure 8: Three-dimensional computerized tomography image showing an unusual fusion of the 

maxillary buttress region with the left coronoid region. 
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Figure 11: Showing the interposition of the Temporalis 
Myofascial Flap (TMF) to prevent re-ankylosis

Figure 12: One-year follow-up picture of the inter-incisal 
opening of 28mm.

and intraoperatively the inter-incisal opening measured up to 30mm 
(Figure 10). A posteriorly based temporalis muscle flap was used 
to interpose between the resected margins at the left TMJ region of 
ankylosis. (Figure 11). This was done with the intention to prevent 
re-ankylosis.

The patient was put on a rigorous regimen of mouth opening 
physiotherapy in the postoperative phase, and she continued to 
maintain a mouth opening of 28mm inter incisally. The patient 
was followed up after one year with a mouth opening of 28mm 
(Figure 12).

DISCUSSION
KFS is named after Maurice Klippel and André Feil who first 

reported this syndrome in a forty-six-year-old tailor from France 
in 1912. They found that this patient had only four cervical verte-
brae, which were fused to a single mass with posterior spina bifida, 
causing him to have an unusually shortened neck and restricted 
movement of the neck.1

Feil in 1919 categorized KFS into three morphological subtypes, 
and the fourth subtype was later introduced by Raas-Rothschild et 
al 15 Type I: Fusion of several cervical and upper thoracic vertebrae. 
Type II: Fusion of one or two interspaces sometimes accompanied 

Figure 9: Showing the retrieved unusual mass between the left 
maxillary buttress region and left coronoid region.

Figure 10: Shows the resultant mouth opening (30mm) 
achieved after the removal of the unusual bony 
masses.

 

Figure 9: Showing the retrieved unusual mass between the left maxillary buttress region and left 

coronoid region. 

 

Figure 10: Shows the resultant mouth opening (30mm) achieved after the removal of the unusual 

bony masses. 
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Figure 10: Shows the resultant mouth opening (30mm) achieved after the removal of the unusual 
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Figure 12: One-year follow-up picture of the inter-incisal opening of 28mm. 
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by hemivertebrae, occipito-atlantal fusion, and other vertebral 
abnormalities. Type II has the lowest risk of scoliosis. Type III: 
Fusion of cervical vertebrae associated with fusion of lower thoracic 
and lumbar vertebrae. Type IV has been suggested as being related 
to sacral agenesis.15

Craniofacial abnormalities are the most predominant oral find-
ings associated with KFS.3 The osseous malformations leading to 
facial abnormalities commonly include duplication of mandible 
or fusion of maxilla with mandible by accessory bone formations, 
which result in restricted mouth opening.1, 3 The etiology of these 
osseous defects occurring commonly in KFS is not precisely known. 
However, the facial abnormalities seen in KFS are suggested to occur 
due to defect in the development of first branchial arch derivatives.16

In our case the mouth opening was decreased due to a true TMJ 
ankylosis as well as concomitant maxillomandibular fusion unlike 
in earlier reported cases restriction in mouth opening was due to 
pseudo-ankylosis of the temporomandibular joint.1 A restricted 
mouth opening not only compromises the nutritional status of the 
patient but also influences the maintenance of oral health. Besides 
these complaints in our case, the parents reported that the mouth 
opening decreased progressively. A surgical resection of fused bony 
units with inter positional arthroplasty was planned with the aim 
of releasing the abnormal bony union and preventing recurrence of 
bony fusions. Surgical resection of fused mass improved the mouth 
opening intraoperatively, and the patient was on active physio-
therapy to prevent re-ankylosis.

The aim of treatment of TMJ ankylosis in children is to restore 
mandibular movements and to allow normal growth to reduce the 
possibility of facial asymmetry in the future.17 The success of treat-
ment depends upon prevention of recurrence by interposition and 
active physiotherapy. The best treatment option suitable in cases of 
restricted mouth opening due to TMJ ankylosis or maxillomandib-
ular fusion would be surgical resection of fused segments. Various 
options are available for reestablishing normal joint function that 
includes gap arthroplasty, inter positional arthroplasty with an 
allogenic or autogenic material, or total or partial joint replacement 
techniques. Gap arthroplasty is associated with high recurrence, and 
joint replacement options are considered only in cases of failed or 
multi-operated cases.18 Therefore inter positional arthroplasty with 
temporalis muscle flap was used. Our patient demonstrated inter-in-
cisal opening of 28mm during one year follow up depicting the 
success of our treatment in this case.

CONCLUSIONS
KFS is a rare condition with a wide range of oral findings which 

are not classical or unique to any particular KFS. Although abnormal 
bony fusions leading craniofacial anomalies are most typical of the 
oral findings in KFS, they can present with or without any complaint 
of oral problems. Hence an investigatory radiograph like orthopanto-
mogram and CT scan can discover the probable oral manifestations 
associated with KFS. Early identification of osseous malformations 
and appropriate intervention can rehabilitate the patient adequately 
and limit the facial dysmorphism in these patients.

REFERENCES
1. Roychoudhury A, Batra P, Parkash H. Pseudo temporomandibular joint anky-

losis in a patient with Klippel-Feil syndrome. J Oral Maxillofac Surg 63(2): 
257-261, 2005.

2. Samartzis D, Kalluri P, Herman J, Lubicky JP, Shen FH. “Clinical triad” 
findings in pediatric Klippel-Feil patients. Scoliosis Spinal Disord 27(11): 
15, 2016.

3. Naikmasur VG, Sattur AP, Kirty RN, Thakur AR. Type III Klippel–Feil 
syndrome: case report and review of associated craniofacial anomalies. 
Odontology 99(2):197-202, 2011.

4. Lawrence TM, McClatchey KD, Fonseca RJ. Congenital duplication of 
mandibular rami in Klippel Feil syndrome. J Oral Med 40(3):120-122, 
1985.

5. Yang AS, Al-Ani SA. Klippel-Feil syndrome associated with Pierre Robin 
sequence and mandibular duplication. J Plast Reconstr Aesthet Surg. 
69(8):1155-1156, 2016.

6. Durmus Kocaaslan N, Satır T, Celebiler O, Numanoğlu A. Duplication of 
the mandible in Klippel–Feil syndrome. J Plast Reconstr Aesthet Surg. 
66(4):e107-110, 2013.

7. Al-Ani SA, Rees M, de Chalain TM. Our experiences managing a patient 
with mandibular duplication and cervical spinal fusion. J Craniofac Surg 
20(6):2118-2122, 2009.

8. Ball IA. Klippel Feil syndrome associated with accessory jaws (distomus). 
Br Dent J 161(1):20-23, 1986.

9. Ozdiler E, Akcam MO, Sayin MO. Craniofacial characteristics of Klippel–
Feil syndrome in an eight year old female. J Clin Pediatr Dent 24(3):249-
54, 2000.

10. Pai VV, Lowe LH, Castillo M, Huang BY, Shao L. Posterior fossa dermoid 
cyst in association with Klippel–Feil syndrome: report of three cases. 
AJNR Am J Neuroradiol 28(10):1926-1928, 2007.

11. de Lima Mde D, Ortega KL, Araújo LC, Soares MM, de Magalhães MH. 
Dental team management for a patient with Klippel-Feil syndrome: case 
report. Spec Care Dentist 29(6):244-248, 2009.

12. Subramaniam P, Babu KL, Sugnani S. Rare association of Klippel Feil 
syndrome with cleft palate and congenital cardiac deformities: a case 
report. J Clin Pediatr Dent 35(2):213-216, 2010.

13. Al-Kayat A, Bramley P. A modified pre-auricular approach to the temporo-
mandibular joint and malar arch. Br J Oral Surg. 17(2):91-103, 1979.

14. Ellis E 3rd, Zide MF. Surgical approaches to the facial skeleton. 2nd edition. 
Lippincott Williams & Wilkins, Philadelphia; 191-212, 2006.

15. Raas-Rothschild A, Goodman RM, Grunbaum M, Berger I, Mimouni M. 
Klippel Feil anomaly with sacral agenesis: an additional subtype, Type IV. 
J Craniofac Genet Dev Biol. 8(4):297-301, 1988.

16. Stewart EJ, O’Reilly BF. Klippel Feil syndrome and conductive deafness. J 
Laryngol Otol 103(10):947-949, 1989.

17. Kaban LB, Bouchard C, Troulis MJ. A protocol for management of 
temporomandibular joint ankylosis in children. J Oral Maxillofac Surg 
67(9):1966-1978, 2009.

18. Yew CC, Rahman SA, Alam MK. Temporomandibular joint ankylosis in 
a child: an unusual case with delayed surgical intervention. BMC Pediatr. 
6(15):169, 2015.

D
ow

nloaded from
 http://m

eridian.allenpress.com
/jcpd/article-pdf/42/5/386/1751606/1053-4625-42_5_11.pdf by Bharati Vidyapeeth D

ental C
ollege & H

ospital user on 25 June 2022

http://www.ncbi.nlm.nih.gov/pubmed/?term=Pseudo+Temporomandibular+Joint+Ankylosis+in+a+Patient+With+Klippel-+Feil+Syndrome
http://www.ncbi.nlm.nih.gov/pubmed/?term=Pseudo+Temporomandibular+Joint+Ankylosis+in+a+Patient+With+Klippel-+Feil+Syndrome
https://www.ncbi.nlm.nih.gov/pubmed/27236503
https://www.ncbi.nlm.nih.gov/pubmed/27236503
https://www.ncbi.nlm.nih.gov/pubmed/19884848
https://www.ncbi.nlm.nih.gov/pubmed/19884848
https://www.ncbi.nlm.nih.gov/pubmed/21417128
https://www.ncbi.nlm.nih.gov/pubmed/21417128
https://www.ncbi.nlm.nih.gov/pubmed/21417128

	_GoBack

