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INTRODUCTION
Aggressive tumors can be defined based on known biologic behavior and/or histologic type, recurrence after initial treatment and those that exhibited rapid growth ,large size (>5cm), tooth displacement, root resorption, cortical bone thinning, or perforation. May also be locally destructive and have a high rate of recurrence, if inadequately treated. They are uncommon in the pediatric population, and therefore most surgeons have little experience in treating these lesions. The current standard of care for treatment of pediatric aggressive mandibular tumors is en bloc resection with wide margins to prevent recurrence. Immediate reconstruction at the time of resection is commonly advocated to provide a favorable aesthetic and functional results .
Materials and Patients
[bookmark: _GoBack]Fifty eight pediatric patients with aggressive mandibular tumors were treated during the period from 2004 to 2010 , consisted of 38 males and 22 females, with an average age of 9.8 years (range, 2 to 16 years old).years with different benign aggressive tumors. Tumors having malignant criteria were excluded. All  patients were treated using the staged protocol as follows: 1)En bloc resection and placement of a mandibular rigid fixation plate, 2) Primary bone grafts; either free non-vascularised split rib bundle graft or free vascularized bone grafts, 3) Implant placement approximately 6 months after stage 2, and, 4) Implant loading approximately 6 months after stage 3 
Patients were divided into two groups:
 Group I: Resection and Reconstruction by Split rib Bundle Bone Graft (SRBBG) 46 patients; (36 patients underwent primary reconstruction, and 10 patients were reconstructed by secondary reconstruction)
 Group II: Resection and Reconstruction by Free Vascularised bone grafts (FVBG), 10 patients in which Seven patients had free fibular flaps, while three patients had free radial forearm flaps. (8 patients underwent Primary Reconstruction, and 2 patients underwent Secondary reconstruction). 
RESULTS
All patients had mandibular resection secondary to the treatment of benign aggressive tumors and non of them had malignant tumors. Ten patients were reconstructed with vascularized grafts, the remainder by Split rib bundle bone grafts, (46) from the chest wall, usually right side. The length of follow-up ranged from 2 years  to 8 years.  Successful reconstruction was accomplished in 48 of the cases (85.7 %). The shortest time for failure and removal of a bone graft was 6 weeks (secondary to infection), and the longest interval was 5 years (secondary to recurrent tumor). However, bone graft failure most often occurred in the first year Secondary to; infection (4), graft resorption (3), and non-union(1).
COCLUSION
Pediatric aggressive mandibular tumors, should be treated in an aggressive manner and immediate reconstruction is the best choice in these patients.
