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TMEPINHWH: H diatripnon tng mpoxeipoupyikig Béong
TV KOVOUAWY OTIC KOOTAQIKEG YArveG TIpETel va dia-
o@aliCetal oe k&Be opBoyvabiky emépPaon, didu £tol
etaopahliCetal n otabepdtnTa Tou amoTEAECHATOC
HETEYXEIPNTIKS KAl N QUOIOAOYIKY AEItoupyia Twv Kpo-
tagoyvabikav diapBpwoewv. Exel mepiypagel TANO®-
A CUCKEUWVY YyIa T dIatpnaon TG TTPOXEIPOUPYIKAG
Béonc twv KovOUAwv oTIC YAveg, pe okomd va armo-
Tparel n epedvion duohertoupyiag twv kpotapoyvadi-
KoV S1apBpwoewv peteyxelpntikd, aAd kai n urotpo-
T TOU amoTeEAéoATOC,

[Meprypaer mepimmwong: AcBeviig nAikiag |8 etwv mmpo-
oAANBe pe évtovn yvabompoowmikd avwpahia tdéng Il n
orofa avuipetwriotnke Pe ofehiaia ooteotopia Twv
KAGSwV Kkal olyxpovn aQuinuikr] YeveloTAQoTIKY e
aMopdoxeupa amd moAuterpagAouopdiBuiévio. Xpn-
olgoroi}Onke cuokeur] yia T diatipnon NG TTEOXEN-
poupyIkrg Béong Twv kovdUAwv. H acBevrig dev eppd-
vioe oupmwpata apBpalyiag  peteyxeipnuikd, oute
UTTOTPOTTH TOU amoTeAéopatog Tapd tn peydAn Tpog
Ta MPGOW PETATATTION TOU TIEPIPEPIKOU KOAOBWHATOC.

AEZEIX KAEIAIA: dimAd¢ vdpbnkag, ouokeuég diath-
pnong mpoxeipoupyikig Béong kovouAwy, ofehiaia o-
oteotopia Tou kKAddou g kdtw yvdBou, yevelomAaoTt-
Kr), aMopdoxeupa and MoAUTETpapAouopoalBUAEvIO.

SUMMARY: Maintaining the preoperative position of
condyles within the temporal fossa is necessary in any
orthognathic surgery, in order to ensure a stable post-
operative result and the normal functioning of the tem-
poromandibular joints. A variety of condylar positioning
devices have been described to help preserve the pre-
operative position of condyles within the temporal
fossa and prevent temporomandibular joint disorders
or relapses.

Case report: A 18-year-old female patient presented
with a severe class Il maxillofacial deformity, which was
treated with sagittal split mandibular osteotomy and
simultaneous genioplasty with the use of a polytetraflu-
oroethylene allograft. A condylar positioning device
was used to maintain the preoperative position of the
condyles. The patient did not develop any temporo-
mandibular joint symptoms postoperatively, and the
final skeletal result remained stable despite the consid-
erable anterior displacement of the peripheral mandi-
bular segment.

KEY WORDS: double splint, condylar positioning devi-
ces, sagittal split mandibular osteotomy, genioplasty,
polytetrafluoroethylene allograft.
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EIZAITQrH

H kah Aertoupyia g kpotagpoyvabikig didpBpwong
éxel oAU peydAn onuaocia yia v moidtnta g {wig.
[ autd, or emepPdoeig TG opBoyvabikng XeIPOUPYIKNG
Ba mpémel va amookomoulv Oxi pdvo otn didpbwon g
okeAeTikrG duoavaloyiag, ald kai otn diatripnon g
AeroupyIKATNTag twv kpotagoyvabikwy diapbpwoswy
(Geressen kai ouv. 2006, Papadopoulos kar ouv. 2009).
Mool ouyypapeic éxouv amoddoel TV ePeavion
ouprmwudtwy SuoAetoupyiag Twv KPOoTapoyvadikwy
SlapBpwoewv petd and enepPdoelg opBoyvabikig xel-
POoUPYIKAG, OtV €0@aiuévn Bgon twv KovOUAwY OTIG
yAveg Tou oupBaiver e€artiag g MapekTdMong twv
Kevtipikav KohoPwudtwy (Kohn 1978, Lake kai ouv.
1981, Rotskoff kar ouv. 1991, Athanasiou, 1993). O
KOVOUAOG efval ouciaotikd To «eheUBepo dkpo» Twv
KEVTPIKOV KOAOBWHATWY TIOU €UKOAA TIAPEKTOTTICETA
and t 6éon tou péoa otn yAvn katd tn didpKeia Tou
xelpoupyeiou (Mmoxhoyipog kai ouv. 1993). O 1pd-
TIOG aKIVNTOTIONONG TWV OOTEOTUNOEVIWY TUNPATWY
éxel mapatnenOel ot emmpedlel To TTOOOOTS TIAPEKTO-
mmong twv kovdUAwv. ‘Etor pe tv texviki tng otabepnq
akivnromoinong mapateronke peyaiitepn petaBoln
otn Ogon twv kovdUAwy, didT omolodhmote o@diua
otV akivnroroinon eivar oAU dUokoAo, av éxi adlva-
Tov, va diopbwbel peteyxeipnuid (Kunder kar Hadji-
anghelou, 1980)

Ta teheutaia xpdvia éxouv meplypapel otn PiAioypa-
¢fa TANBWPA CUOKEUWY TTOU €XOUV WG KUPIO OTAXO TN
Siatripnon g mpoxeipoupyikig B€ong Twv KovoUAwv
oTIG YMjveg katd tn Sidpkeia opBoyvabikwy emepfdoe-
wv. H mpwytn ouokeur, mou mepiypdenke and tov Leo-
nard (1976), umopei va avanapdyel -touldxiotov Bew-
PNTKG- TNV TIPOXelipoupyIK Béon twv KovOUAwv ot
nipooBiomioBio enfmedo aMd dxi kai oG TPEIG SlaoTtd-
O€IG Tou Xwpou. Apydtepd, o Luhr (1985) mepiéypaye
yIa TTPWTN @opPd pia ouokeur] KOVOUNKAG KaBrhAwong
TIoU UMopel va avamapdyel TV TTPOXeIPoUpYIKr BEon
Tou KOVOUAOU Kal OTIG TPEIG SIAOTACEIG TOU XWPEOU.
2NV OUOKEUr Qutr pia dkaprtn mAdka ooteooUvOe-
ong mpooapudletal Peta&y Tou KAAdou TG KAtw yvd-
Bou kal evdg xeipoupyikol vdpOnka. Aleyxelpntikd,
mipiv SievepynBoUv o1 ooteotopieg TG Kdtw yvdbou n
TIAdKa 00Te0oUVBEDNG TIPOOapUdLeTal, OTn OUVEXEID
apaipeital, SievepyoUvtal OI OOTEOTOHIEG, TO TIEPIPEPI-
KO koAOBwpa tomobeteital ot véa tou Béon kai n
TIAdKaA €mavanpoodppdletal SIatnEWVIag €1al, TOUAG-
xiotov Bewpnuikd, v mpoxeipoupyik Béon Tou Kov-
SUMNou kai otig TPelG SiIaotdoelg Tou Xxwpou. Aidpopol
dMol ouyypPaQeic Tepieypayav TTAPOHOIEG OUOKEUEG
mpooappdlovtag TV MAAKa efte otV (UYWHATIKA
avinpida, efte oto odovtikd T6&o G dvw yvdbou (Ellis,
1994).

Ykomdg NG Mapouods epyaociag ival n Teplypaen

TomoulgAng N. kai ouv./Topouzelis N. et al.

INTRODUCTION

The proper functioning of the temporomandibular joint
(TM)) is essential in an individual's quality of life.
Therefore, orthognathic surgery should aim not only at
correcting skeletal deformities, but also at preserving
the functionability of TMJs (Geressen et al. 2006,
Papadopoulos et al. 2009). Many authors have attrib-
uted the symptoms of TM] dysfunction that might
occur after orthognathic surgery to the incorrect
condylar position within the temporal fossa, caused by
the displacement of central segments (Kohn, 1978,
Lake et al. 1981, Rotskoff et al. 1991, Athanasiou,
1993). The condyle is practically the “free end” of cen-
tral segments, which can easily be displaced from its
position within the temporal fossa at the time of sur-
gery (Bochlogyros et al. 1993). It has been observed
that the method used to immobilise osteotomised seg-
ments affects the rate of condylar displacement. Thus,
rigid immobilisation has been reported to result in larg-
er condyle displacement, since it is very difficult — if not
impossible — to correct any errors in immobilisation
postoperatively (Kunder and Hadjiangelou, 1980).

In recent years, numerous devices have been described
in literature to help maintain the preoperative position
of condyles within the temporal fossa during orthog-
nathic surgery. The first device, described by Leonard
(1976), can reproduce — at least theoretically — the pre-
operative position of condyles at an anteroposterior
level, but not in all three dimensions. Later, Luhr (1985)
was the first to describe a condylar positioning device
that can reproduce the condyle’s preoperative position
in all three dimensions. In this device, a rigid osteosyn-
thesis plate is placed between the mandibular ramus
and a surgical splint. Intraoperatively, before mandibular
osteotomies are performed, the osteosynthesis plate is
adjusted and then removed. After the osteotomies
have been performed, the peripheral segment is placed
in its new position and the plate is put back in place,
thus maintaining — at least theoretically — the preoper-
ative condylar position in all tree dimensions. Other
authors have described similar devices, in which the
plate is fixed either in the zygomatic buttress or in the
maxillary dental arch (Ellis, 1994).

The aim of this paper is to report the case of a female
patient with a class Il/l maxillofacial deformity, who
underwent sagittal split osteotomy during which a dou-
ble splint with cantilevers to receive and support an
osteosynthesis plate was used, in order to maintain the
preoperative condylar position. Moreover, we present
the most recent bibliographic data on the maintenance
of preoperative condylar position in orthognathic sur-

gery.
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mepfmwong aoBevolg pe yvabompoowriky avwuahia
ta&ng /1, ou umoPArBnke oe ofeNiaia ooteotopia
otV orofa xpnoiporoiBnke SMASGG vdapbnkag e
mpoPoAa yia v unodoxr| TAdkag ooteocUvOeong, e
otox0 TN dIatiPnon Twv KoVOUAWY OTNV TIPOXEIPOUP-
yikry 6éon. MNapatiBevrar akdpa ta vedtepa PiPhioypa-
@QIKG Sedopéva oxetkd e v dIATpnon NG TPOXEl-
poupyikig Béong twv kovdUAwv ot opBoyvabikég
eMePPAoEIS.

MEPITPA®H MEPINTQXHZ

AcBevrc nAikiag |8 etwv mpoorABe pe évtovn yvabo-
mpoowikA avwpaiia Taéng IIl. H aoBevrig mapouoiale
éva évrova kuptd mpdowtto e&artiag pikpoyvabiag tng
kdtw yvdbou (Eik. a). H katd pétwno oyn tou mpo-
owrou NG Sev eppdviCe aouppetpia (Eik. 1B). Ané to
10topIkd diamotwbnke 6T otnv aoBevr eixe mponynOei
opBodovtik Bepareia pe mdyleG CUOKEUEG TIOU TTEPIE-
AuBave kar e€aywyn evog KevipikoU Topéa NG KAtw
yvabBou. O1 odovtikég oxéoelg fitav Ta&ng I/ | pe opi-
(6vua mpotadn twv mpoobiwy dovuiwy 4 mm, katako-
puen emkaugn katd 4mm kai o 24, 25, 26 «ar 27
efixav TNAEOKOTTIKY OUYKAEION HE TOUG QVIAYWVIOTEG
toug (Eik. 1y,8). Ta mpdaobia dvw 6évuia mapouoialav
ehappd ouvwotiopd. H aobeviig dev mapouciale
kdroia diatapaxr) g kpotagoyvabikig didpBpwong.
AKTIVOYPaPIKOG €NeyxoG: ATTO tnv avdiuon tng TIAG-

Eic. la: Apxikr mAdyia yn tng
acBevouc. Eival eppavig n
évtovn uromAaoia g kdtw
yvdBou Tou éxel wg anotéheopa
€va mnvopopeo Tpoowrieio. To
Yyévelo eival oxeddv avimapkro.
Fig. la: Initial side view of the
patient. It is easy to notice the
severe mandibular hypoplasia,
which results in a bird-like face.
The chin is almost absent.

Eic. 1B: Apxikr| katd pétwro

Fig. 1b: Initial frontal view of
the patient.
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Eic. ly: Apxikr olykheion g aocBevoug amé midyia
g aoBevolg. ayn.

Fig. lc: The patient's initial occlusion (side view).

CASE REPORT

An |8-year-old female patient presented with a class Il
maxillofacial deformity. The patient had a severely
curved profile due to mandibular deficiency (Fig. |a).
The frontal view of her face was not asymmetric (Fig.
Ib). Her medical history revealed that she had previ-
ously undergone an orthodontic treatment with fixed
devices, involving the removal of a mandibular central
incisor. Dental relations were class Il/l, with a 4-mm
horizontal overlap (overjet) of the anterior teeth and a
4-mm vertical overlap (overbite), while 24, 25, 26 and
27 formed a telescopic occlusion with their antagonists
(Fig. Ic, d). The patient had slightly crowded anterior
maxillary teeth, while she did not have any TMJ disor-
ders.

Radiographic examination: Analysis of the patient’s lat-
eral cephalometric radiograph revealed a skeletal class
Il dolichocephalic facial type and pronounced curvature,
due to the small size of the mandible and its significant
posterior rotation (Fig. 2a, b). The posterior portion of
the cranial base was remarkably displaced inferiorly and
anteriorly. The mandibular ramus, representing the
posterior facial height, was short. Moreover, the
mandibular plane angle was high, while its arch angle
was short. The mandibular symphysis was thin and long.
The incisors displayed a +4mm horizontal overlap and
a +4mm vertical overlap. The mandibular incisors had

Eic. 18: Apxikr) olykheion tng aoBevoug oe katd
p€twrio oyn. Eivar eggpavig n avuotabuiotike XeIAikn
KAion Twv kdtw TPoobiwv Sovuwy.

Fig. 1d: The patient’s initial occlusion (front view). It
is easy to notice the compensatory labial inclination
of the anterior lower teeth.
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YIAG KEPANOPETPIKAG akTivoypagiag diamotwbnke €vag
Sohixompdowtog tunog e okeletikr) Tagn Il kai évto-
VN KUPTOTNTA TOU TIPOOWITOU, AGYw HIKPOU OWHATOG
NG kdtw yvdbou kai onpavtikig omiobiag otpoeig Tg
(B 2q, ). To omioBio tprpa g Pdong tou Kpaviou
efxe évtovn khion Tpog Ta Kdtw Kar epmpdg. To UPog
Tou KAASou NG kdtw yvabou Tou ekppdlel To omiobio
UPog Tou mpoowrou frav pikpd. H ywvia tou emmé-
dou G Kkdtw yvdbou Atav peydAn Kkai n ywvia tou
t6&ou G piken. H veveiakr) olpgpuon rAtav Aemtr Kai
upnAr. O1 topeic Tmapoucialav opi¢dvtia mpdtagn
+4mm kar katakdpuen emkdAugn +4mm. Or topeig
NG KAtw yvdBou eppdvidav éviovn XeIAKr amokAion.
2UVUTIEXAV EYKAEIOTOI OAOI 01 OWPPEOVIOTAPEG.

To oxédio Bepaneiag mepiAdpPave ofeNiaia ooteoto-
pia Twv KAASwv NG Kdtw yvdBou kal yeveloTAQoTIKA
yIa TNV TPOG Ta epmPdG petatdmon g Katw yvabou,
HE TTPOEYXEIPNTIKY Kal PETEYXEIPNTIKY 0pBodovtikn.
Mpoxeipoupyikr) opBodovtikr): Metd Tig e€aywyeg Twv
34 kar 44 €yive opBodovtikr) Beparmeia, ou difpknoe
Sddeka priveg, pe TAyleG opBOSOVTIKEG CUOKEUEG, TIOU
arookorouoe otnv eubuypdppion Tou dvw Kal KAtw
odovtikou té&ou, oty emdeivwon tng opi¢ovtag mpod-
Tagng Pe dnw petatdmon twv katw mpoabinwv dovuwy,
HE XEINKT| aTTOKAION Twv dvw TOpEWY Kal pe xprion dia-
yvabikwv ehaotikwv duvdpewv tagng Il H ouykAeioia-
kr) avwpaAia Taéng Il emdevabnke oxdmua (Eix. 3a, B)
Kai n opi¢évua mpdtan gyive + 1 3mm.

a strong labial inclination. Moreover, all third molars
were impacted.

The treatment plan included sagittal split mandibular
osteotomy and genioplasty, to reposition the mandible
anteriorly, combined with preoperative and postopera-
tive orthodontic treatments.

Preoperative orthodontic treatment: The removal of
34 and 44 was followed by a |2-month orthodontic
treatment with fixed orthodontic devices, aimed at
aligning the upper and lower dental arches, and increas-
ing the horizontal overlap by distal displacement of the
anterior mandibular teeth, labial tipping of the upper
incisors and use of class Il intermaxillary elastic forces.
Moreover, the patient’s class Ill malocclusion was delib-
erately increased (Fig. 3a, b), and the horizontal overlap
reached + |3mm.

Six months preoperatively, 38 and 48 were also re-
moved.

Surgical operation: Before the operation, two surgical
splints had been fabricated on a semi-adjustable articu-
lator, in order to maintain the exact condylar positions
within the temporal fossa. The first splint had double
imprints on its lower surface, representing the centric
relation of the jaws, as well as the mandibular new posi-
tion (Fig. 4a, b). The splint had an acrylic platform on its
side surfaces, where one tip of an osteosynthesis palate
could be secured.

4

Eik. 2: a. Apxikry Adyia keahoPEeTpIkY aktvoypagia tng acBevouc.
Aiagaivetal 6t mpokertal yia acBevr] okeAetikrig &g Il pe évtovn
KupTdTNTa Tou TIPoCWTou Adyw Hikpoyvadiag tng kdtw yvdBou.

B. Tehikr) MAdyia keaAOPETPIKY aktivoypagia g acBevoug dmou
@aivovtal or oudétepeg BEoeIg Twv Yvdbwv oe Katakdpuen Kai
opiCévua digotaor.

Fig. 2: a. Initial cephalometric radiograph (side view), revealing that it is
a skeletal class Il patient with a severely curved profile due to
mandibular deficiency.

b. Final cephalometric radiograph of the patient (side view), revealing
the neutral positions of the jaws on the vertical and horizontal planes.

Eic. 3: a. Mpoeyxeipnur] olykAeion g
acBevoUg oe katd PEtwro oyn.

B. Mpogyxeipntikr olykAeion TG aobevoug oe
mAdyia Syn. daivetar n eokeppévn emdeivwon
NG 0SOVTIKKG OUYKAEIONG.

Fig. 3: a. The patient's preoperative occlusion
(front view).

b. The patient’s preoperative occlusion (side
view). The deliberate increase of her dental
occlusion can be seen.
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Eik. 4: a. O vdpOnkac- cuokeur diatripnong
NG TTEOXEIPOUPYIKAG BEONG TwV KOVOUAWV.
®aivovtal ta SIMAG eviunopata oty katw
em@dveia Tou kai ta mpdPoAa timou
praAkoviou.

B. O vdpbnkag dokipdletal otnv acBevn.

Fig. 4: a. The splint-condylar positioning device.
Note the double imprints on the lower surface
and the balcony-like cantilevers.

b. Fitting of the splint.

'E&l priveg Tpiv to xeipoupyeio, apaipédnkav or 38 kai
48.

Xeipoupyikr emépBaon: Mpoxeipoupyikd KATaoKeud-
otnkav dUo xelpoupyIkol VapBnKkeg, o€ NUIMPOCApO-
(Spevo apBpwtripa, pe otdxo tn diatjpnon g akel-
Boug B€ong twv KovOUAwY OTIG KPOTAIKES YArjveg. O
TIPWTOG vApBnKag kataokeudobnke pe SIMAG evium®-
pata oty kdtw emedveld Tou TTIoU avTTPOCWITEUAV
TNV KevIpIkr) oxéon kal v véa B€on g kdtw yvabou
(Eik 4q, B). O vdpbnkag eixe pia akpuNikr TAGTQOpa
ot MAAYIEG M@AVEIEG Tou OTTou prmopoUoe va otabe-
potoinBei to éva dkpo pIag TAAKAg 0oteooUvBeonG.
Emiong KataokeudotnKe o HETAXEIPOUPYIKOG VApONKag
ouykpdtnong. Apxikd oto xelpoupyeio tomobetriBnke
o log vdpbnkag kai éyive n akivntomoinon twv Kovou-
AMwv g KI'A oe kevtpikry oxéon e tn Poribeia katdh-
AWV HETAMIKOV TTAGK@V 00TEOOUVOEONG EKATEPW-
Bev. >tn ouvéxela apaipébnke o vdapbBnKkag kar ako-
AouBnoe ofehaia ooteotopia tou KAGSoU NG Ktw
yvaBou Kkar 12mm mpog Ta epnmpog PeTatomion Tou
TEpIQeEPIKOU  kohoBwpatog. Aol eEacpaNiotnke n
epappoy twv KAw SovVUWV OTa EVIUTIWHATA Tou
TpwTou vdpbnka Tou avumpoowreuay tn véa B€on
NG Kdtw yvdbou, €yive AN Siayvabikr] akivntomoinon.
To kevipikd koAOPwpa tomobetribnke otn Béon tou
mpooappdloviac Eavd v mMAdka ooteooUvBeong
pETaEU Tou KAGSOU Kal Tou vApPBnKa PE TIG APXIKEQ
Bidec. H yvdBog akivnromoifBnke otnv Tepioxr| g
0OTEOTOpIAq [ TPEIG Bideg Béong oe kKdBe mAeupd. 2T
ouvéxela apaipgbnke o log vapBnkag (kar or TAAKeG
00Te00oUVBEDNG) Kal TOTIOBETBNKE O pETAxeIpoUpYI-
KOG vdpbnkag ouykpdtnong oty Tehikr emBupnt
nipoypappatoBeioa olykheion. Téhog, mpaypatomoiry-
Brke TPOCBETIKY yeVEIOTAQOTIK] pE AMOTIAQOTIKO
eppuTEUPaTiKO UAIKS amé moAuaiBuiévio (Eik. 5) dmwg
autr] oxedIAOTNKE TTPOEYXEIPNTIKG, 1 oTola avgnoe to
mpdobio UYog tou Mpoowrou Kar 1I8iaitepd 1o KATw,
kal S16pBwoe akdun TEPICOGTEPO TNV KUPTOTNTA KAl
yevikdtepa Ty TAdyia oyn tng acBevouc. H diayvadi-
Kr) akivntomoinon diatnerBnke yia €€ efdopddeq. H
HETEYXEIPNTIKY TTOPEa TG aoBevolg ritav opaAr Kai To
anotéheopa oAy IkavoTtoITkd.

Metaxeipoupyikr] opbodovtikr: EE eB6ouddeg petey-
xelpnuKkd akohoubnoe opBodovtikr, n omoia Baciobn-

Tépog 12, No 3,201 1/Vol 12, No 3,201 |

Eik. 5: Aieyxeipnukr] pwtoypagia émou gaivetal to aMopdoxeupa
kabnAwpévo pe Bideg oto vévelo.

Fig. 5: Intraoperative picture showing the allograft fixed with screws
on the chin.

Moreover, a postoperative retention splint was fabri-
cated. Initially, during the operation, the first splint was
placed and the TMJ condyles were immobilised in cen-
tric relation by means of special metal osteosynthesis
plates on each side. Then, after the splint was removed,
bilateral sagittal split mandibular osteotomies was per-
formed and the peripheral segment was repositioned
anteriorly by [2mm. After making sure that the
mandibular teeth “fitted” to the imprints of the first
splint, representing the mandible's new position, inter-
maxillary immobilisation was reapplied. The central seg-
ment was positioned by putting the osteosynthesis
plate back between the ramus and the splint bearing
the initial screws. The mandible was immobilised at the
osteotomy site by means of three positioning screws
on each side. Then, the first splint was removed (as well
as the osteosynthesis plates) and the postoperative
immobilisation splint was applied to achieve the desired
final occlusion. Finally, prosthetic genioplasty was per-
formed, using a polytetrafluoroethylene allograft (Fig.
5), according to the preoperative plan. This procedure
increased the anterior height of the patient’s face, par-
ticularly the lower part, and further improved the cur-
vature, as well as her profile in general. Intermaxillary
immobilisation was maintained for six weeks. The
patient's postoperative course was uneventful, and the
result was very satisfactory.

Postoperative orthodontic treatment: Six weeks post-
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Ke KUupiwg ot diayvaBikég eAaoTIKEG EAEEIC Kar eixe Xpo-
vikry Sidpkeia €& pnvav (Eik. 6a, B). H ouykpdtnon
EYIVE [E TIG TTAYIEG CUOKEUEG YIa éva Xpoviko didotnua
&éka pnvwv. H aobeviig oe dho autd to didotnua dev
gppdvioe TOvoug otnv Kpotagoyvabiky SidpBpwon,
Tpiopd 1 mapékhion otn Sidvoi€n tou otdpatog. To
TeNkS anotéheopa téoo aiobnuikd oo Kar Aertoupyikd
ritav oAU ikavorroinuikd (Eik. 7a, B).

2YZHTHXH

2KOTIOG TNG TIPOXEIpoupYIkrG opbodovtikig eival va
Slapopewoel ta odovtikd té&a £Tol wote va eival oup-
Patd petafy Toug Kal TAUTOXPOVA VA EMITPETOUV TN
Pértiotn okehetikry Sivpbwon katd to xeipoupyeio. H
aoBevric NG epyaociag mapouaiale coPapr] HIKpoyva-
Bia mou bev ouvodeudtav amd avtiotoixn cofapn
ouykAeiolakr avwpalia kabwg mpogpxdtav amnod mpon-
youpevn opbodovukr Beparmeia kar n opildvuia mpod-
tadn twv Topéwy Atav +4mm. lNa ) PéAtotn okehet-
Kk S16pOwaon katd o xelpoupyeio amopaciobnke n
apaipeon Twv KATw TPWTWV TTPOYOU@iwy, n oroia
€dwoe T duvatdtna g dnw €AEnG Twv Kdtw TPo-
0Biwv dovtiwv. Emiong epappdobnrav ehaotikég duvd-
peig Taéng Il kar &6Bnke xelNikry amokhion twv dvw
TOPEwV Pe OTdX0 TNV augnon tng opiddvuiag mpdta-
€ng, n ormoia €yive +13mm. H emdeivwon tng opild-
vriag mpotagng amotehel peyiotng onpaociag mpoxel-
poupyikr SleUBETnon Twv OBOVIIKWV PEAYHWV TwV
OKEAETIKOV avwpaNiov tdgng Il kabwg emtpémer
péyiotn mpowbnon TG Kdtw yvdBou xeipoupyikd
(Proffit kai ouv. 2007).

H mpog ta epmpdg petatdmon g kdtw yvabou mpay-
patoroifnke pe ofeNaia ooteotopia twv KAGSwY NG
kal yevelonmhaotikr). a T diatrjpnon g mpoxeipoup-
yIKAG B€ong twv kovdUAwv xpnoiporoifnkav 8Uo xel-
poupyikol vdpbnkeg. O log vépbnkag pe ta OimAd
EVIUTTOHATA OTNV KATW €TMPAVEId TOU YIa TV KEVIPIKH
ox€on kai T véa Béon tng kdtw yvdbou kai e ta mpod-
Poha mou umodéxovtal v TIAAKa 0oteooUvOeon,
QTOTENEDE [Ia OUOKEUN SIaTHPNoNG TG TIPOXEIPOUPYI-

operatively, a six-month orthodontic treatment was
carried out, based mainly on intermaxillary elastic trac-
tions (Fig. 63, b). Retention was achieved by means of
fixed devices, maintained for ten months. TM] pain, tris-
mus or deviation on mouth opening were not report-
ed during that period. The final result was very satisfac-
tory both in aesthetic and functional terms (Fig. 7a, b).

DISCUSSION

The aim of preoperative orthodontics is to shape the
dental arches so that they become “compatible” with
each other and, at the same time, enable the best pos-

Eik. 6: a. Meteyxeipnuikr] pwtoypagpia g olykAeiong og TAdyia
Syn Aiyo Tipiv Eexivioel n peteyxelpnuikr} @don g opfodovikig
Bepareiac. B. Meteyxeipntikr wTtoypagia tng olykAeiong o€ Katd
pEtwro dYn Aiyo TipIv EeKIvijoel N JETEYXEIPNTIKY (don TG
opBodovtikiig Bepareiag

Fig. 6: a. Postoperative picture of the occlusion (side view) shortly
before the postoperative phase of the orthodontic treatment.

b. Postoperative picture of the occlusion (front view) shortly before
the postoperative phase of the orthodontic treatment.

Eik. 7: a. H olykheion tng acBevolg oe mAdyia oyn HETd Kai Tnv 0AOKAfpwan Kal TG PETEYXEIPNTIKAG @dong NG opbodovtikrg Bepareiac. B. To tehikd amotéheopa g
oUyKAeiong TG aoBevolg oe katd pétwro on. y. Pwtoypapia g acbevolg oe MAdyia dyn pPetd v ohokAnpwpévn avupetwmon e Eival eppavig n Betivon otnv dyn
TOU TIPOOWTTOU XWPIG va xpelaotel apgiyvabikr ooteotopia. 6. Katd pétwro dyn g aobevolq Petd Ty oAoKA|PWwan TNG AVTIPETWONG TG aoBevouq.

Fig. 7: a. The patient's occlusion (side view) after the postoperative phase of the orthodontic treatment had been completed. b. The patient's occlusion - the final result (front
view). ¢. A picture of the patient (side view) after the completion of the treatment. It is clear that the look of her face has been improved, without the use of bilateral sagittal
split osteotomy. d. Front view of the patient, after the completion of the treatment.

Apxeia EMnvikrig Ztopatikrig & NvaBompoowikrig Xeipoupyikig/
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kG B€ong Twv KovoUuAwv. O 206 vdpbnkag xpnoiyo-
ToIBnKe yia tnv otabeporoinon Tou amoteAéoNatoq.
Yridpxouv TTOMEG PeAéTeg otn BIBNoypagia Tou arro-
Seikviouv 6T o kovduhol aMdlouv Béon petd TG
emedBdoeig opBoyvabikiG XEIPOUPYIKAG. ZUYKEKPIPEVA
petd amd ofeNaia ooteotopia tou KAGSou, dMwg Kai
peTd and kdBetn umopnVvoEISIKY 0OTEOTONIa TOU KAG-
Sou, AapBdvel xwpa pikpr Hetatdmon tou kovouhou
TPOG 1a KATW KAl Umpootd, n omoia diamotwvetdl anod
HEAETN akTivoypagiwy og ofehiaio emimedo (Sund kai
ouv. 1983, Rosenquist kai ouv. 1988, Ritzau kai ouv.
1989). H Bon tou kovdUAou éxel ouvoebel pe T ota-
BepdTnta Tou anoteAéopatog Peteyxelpnuikd Kar 6T n
miapektdmmon tou Kovoulou amd tn B€on tou Propel va
odnyroel O UTIOTPOTH TOU aroteAéopatog dpeoa
peteyxeipnukd (Rotskoff kai ouv. 1991, Kohn 1978).
‘Exel akdpn amodeixBel dti n mpog ta iow mapeKToTI-
on Tou kovOUAou péaa atn yAvn pmopel va odnynoel
oe 1010mabr) amoppdenon Tou KovOUAou [e amoTéhe-
opa évtovn diatapaxr G ouykheiong (Ellis, 1994).
Kdrmoiol epeuvntég €xouv OUVOEDEl TNV TTAPEKTATTION
ToU KovOUAoU e TV eppdvion onpeiwv amodiopydve-
ong g Kpotagoyvabikig dpbpwong kai évapén
OUPTTIWHATWY OTwG PuaAyiag, apBpalyiag kar kpdtwy
og TponyoUpeva aouprmwyatikous acBeveic (Farrar,
1972). MapdAa autd n drmoyn autr dev éxel edpaiwbel
apoU TIOMEG peAETeG uTTooTtnpiCouv &t Gev UTTAPXEl
ouoxgtion PeTa&y NG Béong twv kovdUAwv Kai NG
EHPAVIONG OUPTTTWHATWY ECWTEPIKAG amodiopydvwong
G dpBpwong (Karabouta kar Martis, 1985, Gerressen
kai ouv. 2006). @aiverar 6t unidpxouv TPOCAPHOTTIKO!
pnxaviopol otnv  kpotagoyvadiky SidpBpwon Tou
aroTPETOUV TV E0WTEPIKA anodiopydvwar| NG, Tapd
TG peTaPoAég TG Béong twv KovOUAwv OTIG YARVEG.
MapdAa autd dev yvwpifoupe to PéyeBog twv duva-
TOT|TWV TWV UNXAVIOHWV QUTWV KAl OUPQWVOUUE UE
v droyn twv Helm kai Stemke (1993) éu n xpnoi-
poTToINON CUOKEUWY dIATAPNONG TNG TIPOXEIPOUPYIKAG
Béong Twv KOVOUAWY O€ KATTOIEG EMIAEYHEVEG TTEQITTTW-
oeiG Bonbolv otnv MPooTacia Twv KEoTaQoyvadikwy
SiapBpwoewv, e1dikd otoug aobeveig pe mpoimdpxo-
VId OUUTTIWHATA €0WTEPIKNG amodiopydvmong Twv
Kpotagoyvabikwy SiapBpwoewy. AMol  ouyypa@eic
Siateivovtal dt o Kevipikd KOASPwHa propel va to-
moBetnBel otn owotr} B€on pévo e Toug KatdMnhoug
xelpiopoug, xwpig tn PorjBeia ouokeurig (Van Sickels
kai ouv. 1986, Renzi kar ouv. 2003).

Av dexBolpe TENKE O Ol GUOKEUEG QUTEG ETTITUYXA-
VOV va avamapdyouv 6oo to duvatdy motdtepd TNV
mipoxeipoupyikr] Béon twv kovdlhwv, Ba mpémel va
avapévoule kar Betikd amoteAéopata Pe KAVIKE Kpith-
pia. O Jager kai ouv. (1991) Bprikav 6T ol CUOKEUEG
diatripnong g mPoxeipoupyIKAG B€ong Twv KovOUAwy
Sev TIPoOPEPOUY Kaveva TTAEOVEKTNHA og OTl apopd TN
otaBepdTNTa TOU AMOTEAEOUATOC, PEAETWVTAS aobe-
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sible skeletal correction at the time of surgery. The
patient of this paper was a case of severe mandibular
deficiency, accompanied by severe malocclusion origi-
nating from a previous orthodontic treatment, while
the horizontal overlap of the incisors was +4mm. In
order to achieve the best possible correction at the
time of surgery, we decided to remove the mandibular
first premolars, which enabled the distal movement of
the mandibular anterior teeth. Moreover, class Il elas-
tic forces were used to tip the maxillary incisors labial-
ly in order to increase the horizontal overlap, which
reached +13mm. Increasing the horizontal overlap is
the key to the preoperative alignment of dental arches
in class Il skeletal deformities, enabling maximum surgi-
cal advancement of the mandible at the time of surgery
(Proffit et al. 2007). The anterior displacement of the
mandible was achieved by sagittal split mandibular
osteotomy and genioplasty. In order to maintain the
preoperative condylar positions, two surgical splints
were used. The [rst splint — with the double imprints
on its lower surface indicating the centric relation and
new position of the mandible, and the cantilevers to
receive the osteosynthesis plate — was used to maintain
the preoperative condylar positions. The 2nd splint was
used to immobilise the result.

There are many studies in the literature proving that
condyles are displaced after orthognathic surgery. More
precisely, after sagittal split mandibular osteotomy, as
well as after vertical subsigmoid mandibular osteotomy,
the condyle is slightly displaced inferiorly and anterior-
ly, which can be seen in sagittal radiographs (Sund et al.
1983, Rosenquist et al. 1988, Ritzau et al. 1989).
Condylar position has been associated with the post-
operative stability of the result, and it has been stated
that condylar displacement might cause a relapse in the
immediate postoperative period (Rotskoff et al. 1991,
Kohn 1978). Moreover, it has been proved that a pos-
terior displacement of the condyle within the fossa
might lead to idiopathic condyle resorption, resulting in
severe malocclusion (Ellis, 1994). Some researchers
have linked condylar displacement to the occurrence of
TMJ derangement signs or the outbreak of symptoms
such as muscle pain, joint pain and crepitation in previ-
ously asymptomatic patients (Farrar, 1972). However,
this view has not been proved, since many other stud-
ies indicate that there is no correlation between condy-
lar position and the occurrence of TMJ intemnal
derangement symptoms (Karabouta and Martis, 1985,
Gerressen et al. 2006). It appears that there are adjust-
ment mechanisms in the TMJ preventing its internal
derangement, despite condylar displacements within
the fossae. However, we do not know what the capac-
ities of these mechanisms are, and therefore we agree
with Helm and Stemke (1993) that the use of devices
to maintain the preoperative position of condyles can
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VelG pe pikpoyvabia kdtw yvdbou mou umoBAenkav oe
oPeNiaia ooteotopia twv KAASwV TG Kdtw yvabou. O
MmoxAdyupog kai ouv. (1993) xpnoigomoijoav ou-
OKEUEG KOVOUNIKIG kaBridwong og 7 acBeveic mou umo-
PARBnkav oe ofeNiaia ooteotopia TG kdtw yvdBou pe
dpiota anoteAéopata. Or ouyypageic avapépouv ot 4
and toug aoBevelg eppdvidav TIPOEYXEIPNTIKA CUPTTTW-
pata duoertoupyiag tng kpotagoyvabikrg dpbpwong,
ta omoia Bepameltnkav peteyxeipnuikd. O Gerressen
kai ouv. (2006) pehétnoav 49 aoBeveic ou eixav umo-
PAnBel oe ofehiaia ooteotopia TG Kdtw yvdbou Ka
Bprjkav OT vevikd Ta OUPTTWHATa and TV Keotdgo-
yvabik 81dpBpwaon kar n kvATkSTNta G Katw yvabou
rtav ouykpiolya téoo oty opdda twv aobevwy otnv
oroia xpnoiporoiiBnke Sieyxelpntikd ouokeur] diatr-
pNONG NG TTPOXEIPOUPYIKAG B€ong Twv kovOUAwv oo
Kal otnv opdda twv acBeviv otnv omoia Sev xpnal-
pomoiiBnkav tetoleg ouokeuég. Or ouyypageic Kata-
Myouv &t mapdAa autd ol CUOKEUEG €ival XPAOIKEG,
e18Ikd dtav amoucidlel n XePOUPYIKH ePTeIpia.

Ta peiovektrijpata and v epappoyr} CUCKEUWY dIatr-
pnNong G Tpoxelpoupyikig Béong twv KovoUAwv
apopoulv atnv auénon tou xpdvou NG eméuBaong,
anartolv peydAn akpifeia otnv kataokeur] Tou dieyxel-
pnuikou vapbnka, étav epappdlovial otnv dvw yvabo
oTnV TiepIoxr) Tou yvadiaiou KupTtwatog Orou To 00td
efval kupiwg omoyydeg mOavov n ouokeur] va pnv
éxel enmapkr otabepdtnta kar téAog, eumodiCouv v
autotepiotpo®n TNG Kdtw yvdbou, Tou Bewpeltal évag
HNXQVIOPGG TIPOOAPHOYAG KAl AQUTOTIPOOTaciag twv
kpotagoyvabikwv dilapBpwoewv (Renzi kar ouv. 2003).
2TV TEPITWon TIoU TIAPOUOIdeTal, O XPOvog NG
emépPaong aufrBnke katd pior) wpa mepmou Pe N
XPNOIOTIONON TG OUOKEUNG, AAG e v e€oikoiwon
Tou emepPaivovta o xpdvog autdg propel va Pelwde.
Ymdpxouv Kal GMoI TUTTIOl GUOKEUWY, TTOU TIAYIGVOUV
Tov KAGSo NG kdtw yvdbou oto yvabiaio kiptwpa.
2NV ev AOyw TIEPITTTIWON OF CUOKEUEG QUTEG Oev TIPOTI-
prABnkav apevog it amartoyoav éva EMIAEOV Xel-
poupyIkd Tpaupua otnv dvw yvdbo kar apetépou didT
To 00Td OtV TEPIOXr] Tou yvabiaiou Kuptwuatog
ouxvd eival omoyywdeg kai dev e€aoqahiCer emapkn
otabepdtnta.

YrnootnpiCetal dt n Xprion TwV CUCKEUWY AKIVITOTTOI-
NoNgG TG TIPOXeIPOUPYIKNG BEong Twv KovOUAwY ouvi-
otdtal og aoBevelq TTOU UTTOPEPOLY aMd E0WTEPIKN
anodiopydvwon twv Kpotapoyvabikav SiapBpwoewy
mipoxeipoupyikd (Hoppenrejis kai ouv. 1999, Kerstens
kai ouv. 1990) &6t anarteitar n avamapaywyr] dieyxel-
PNTKA TNG QOUNTTIWHATIKAG TTIPOXEIPOUPYIKAG Béong
TwV KOVOUAWY, apou akOua Kal PIKPEG PETABOAEG TG
Béong Ttwv KovdUAwv pmopel va emdevwoouv v
KaTdotaon Toug. Avagépetal emong ot n xpron twv
OUOKEUWY aQUTWV PTOPEl va amotpéPel TV €MTAOKN
g 1510maboug anoppdenong twv KovouAwy, n omoia

TomoulgAng N. kai ouv./Topouzelis N. et al.

help protect the TMJs in certain cases — particularly in
patients with preexisting symptoms of TM] internal
derangement. Other authors have argued that the cen-
tral segment can be repositioned correctly only by
appropriate manipulations, and not by means of a
device (Van Sickels et al. 1986, Renzi et al. 2003).

If we finally accept that these devices can reproduce
the preoperative position of condyles as close as possi-
ble, we should also expect positive results based on
clinical criteria. Studying patients with mandibular defi-
ciency, who had undergone sagittal split mandibular
osteotomy, Jager et al. (1991) found that condylar posi-
tioning devices do not offer any advantages in terms of
result stability. Bochlogyros et al. (1993) used condylar
positioning devices in 7 patients who had undergone
sagittal split mandibular osteotomy, with excellent
results. The authors mention that 4 of the patients had
had preoperative TM] dysfunction symptoms, which
were treated postoperatively. Gerressen et al. (2006)
studied 49 patients, who had undergone sagittal split
mandibular osteotomy, and found that symptoms aris-
ing from the TMJ and mandibular mobility were gener-
ally comparable between the group of patients in which
a condylar positioning device had been used at the time
of surgery, and the group in which no such devices had
been employed. Nevertheless, the authors conclude
that these devices are useful, especially when surgical
experience is limited.

The disadvantages of condylar positioning devices
include the elongation of the duration of the surgery;
they require a very precise fabrication of the intraoper-
ative splint; when used on the maxilla in the area of the
maxillary tuberosity, where the bone is mainly spongy,
they might not be stable enough; and finally, they might
prevent mandibular autorotation, which is considered
to be a mechanism of TM] adjustment and self-protec-
tion (Renzi et al. 2003). In the case presented here, the
surgery was prolonged by approximately half an hour
due to the use of the device, however this time can be
further reduced if the surgeon becomes more familiar
with the procedure. There are more types of devices
that can help immobilise the mandibular ramus at the
maxillary tuberosity. In our case, these devices were
rejected for two reasons: on one hand, they required
an additional surgical procedure in the maxilla and, on
the other, the bone in the area of the maxillary
tuberosity is often spongy and cannot offer enough sta-
bility.

It has been argued that condylar positioning devices are
recommended for patients who have been suffering
from TM] internal derangement preoperatively (Hop-
penrejis et al. 1999, Kerstens et al. 1990). That is be-
cause the asymptomatic preoperative condylar position
has to be reproduced intraoperatively, since even the
slightest change in the condyle’s position can worsen

Apxeia EMnvikig 2topatikrig & M'vaBompoowrikig Xeipoupyikic/
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éxel amodobel otnv TPog Ta Mow PETATOMOon TwV KOv-
SUhwv Kkar ot oupmieon TG KEPAAAG Twv KovOUAwv
otG Kpotagikég yAves (Hoppenrejis kar ouv. 1999,
Kerstens kar ouv. 1990).

2tV mepfmwon g aoBevolg mou Meplypd@eTal, yid
v oMokAjpwon G BeAtiwong g KupTdNTag tou
TIPOOWTIOU EMAEXONKE TIPOOBETIKY YEVEIOTAQOTIKY HE
ouvBetikd TMPdBepa moluaiBuleviou. Ta mAeovektipa-
Ta NG XPHOoNG edeuUTeUpdtwy ToAualBuleviou tou
yevelou eival n andiutn BiooupBatdtnta tou uAikoy, o
HIKpOTEPOG KiVOUVOG TPaUPATIopoU TOU YeveldkoU Veu-
pou Kkai n duvatdtnta apaipecic Tou av o aoBevrig
Sev eival ikavoroinuévog aiobnuikd. Emfong n duvatd-
TNta avgnong g didotaong Tou yeveiou TPOG Ta TAd-
yia, dnAadr ai€non tng mepioxrg og opildvtio emie-
8o, yeyovdg Tou rjtav avaykaio oty aocBevr) pag
(MmoxAdyupog, 1996). Autdg eivar kar o Adyog Tou
TIPOTIUNAONKE TO OUYKEKPIPEVO AMOPOOXEUNa amod TG
ouviPeig peBOdoUG yevelOMAAOTIKAG [E OOTEOTOMIEG
oto yévelo. Eidikd n evowpdtwon twv aMopooxeupd-
Twv amé moAualiBulévio emtuyxdvetar he v avdrugn
vOOoUG 10ToU Kal ayyeiwv Péoa OTo POOXEUNA, OF
avtiBeon pe dAMa aMomAaotikd UNKA TTou petd v
TomoB€tnon toug ta TepIPdMel okAner| kaya (Mrmo-
xAoyupog, 1996). ‘Eva and ta peiovektripata g xpr-
ONG epPUIEUPdTWY Tou yevelou efval ot n olykheion
TOU TPaUPatog MPOKAAEl téon oto eP@UTEVNA KAl PTTo-
pel va odnyrioel oe amoppdenon ootou. Edw mpérel
va avagepBel ot n umortepliooTikr) TomobEétnon gaive-
Ta 6u odnyel oe peyahitepn oOTKY amopPEoPnon
aMd eival o elkoAn texvikr] diadikaoia kai ouvogetal
pe pikpdtepn voonpotnta (Gui kar ouv. 2008). Téooe-
pa xpdvia petd to TéAog TG Beparteiag n aoBevrig dev
riapouoiace kdmolo MEOPANua kai fjtav 1diaitepa euxa-
ploTnpévn amd To amotéAeoua.

2YMIMEPAXMATA

Mpokeipévou va emteuxBel n amartolpevn opBoyvadi-
Kr) BeAtivon emAéxBnke ap'evdg n emdeivwon g opi-
(ovuag mpoTtagng, Pe tv apaipeon Twv KAtw TPWTwY
TIpOYOU®iwY, yia tnv TpoxelpoupyIikr) dieubétnon twv
0SOVTIKWY QPAYHWV TNG OKEAETIKAG avwuaAiag Tagng |l
Kal APETEPOU N XPrjon Tou vapBnka pe SImAd eviumw-
pata oty kdtw emedveld tou Tou BoriBnoe pe amioé
TP4MO Katd 1o xelpoupyeio ot diatjpnon g B€ong
TV KOVOUAWVY Kal TNV akpifr| TomoB€tnon tou Kevipl-
KoU koAoPBwpatog oe oxéon pe v dpBpwon.

H mpoobBetikry yevelomAaotikr pe ouvBetikd mpdBepa
Atav n Adon g opifdévuag €MenPng ootol otnv
TIEPIOXN) TOU VeVEioU.
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the patient’s condition.

It has also been reported that the use of these devices
can prevent idiopathic condylar resorption, which has
been attributed to the posterior displacement of
condyles and the compression of condylar heads with-
in the temporal fossae (Hoppenrejis et al. 1999,
Kerstens et al. 1990).

In the case presented here, genioplasty was also per-
formed to improve the curvature of the patient's face,
using a synthetic polytetrafluoroethylene onlay graft.
The advantages of chin polytetrafluoroethylene grafts
are the material’'s total compatibility, the lower risk of
mental nerve injury and the possibility to remove it if
the patient is not satisfied aesthetically. Another advan-
tage is the possibility to increase the size of the chin
sidewards, ie. increase its size on the vertical plane,
which was necessary in our patient (Bochlogyros,
1996). This is the reason why this particular allograft
was chosen over the standard genioplasty methods
invlolving chin osteotomy. More precisely, the incorpo-
ration of polytetrafluoroethylene allografts is achieved
through the development of tissue and blood vessels
inside the graft, unlike other alloplastic materials that
are covered by a hard capsule after their implantation
(Bochlogyros, 1996). One of the disadvantages of chin
implants is that the closure of the incision results in
increased tension on the implant and might lead to
bone resorption. It must be noted here that subpe-
riosteal implantation appears to lead to higher bone
resorption, however it is an easier procedure, which
has been associated with lower levels of morbidity (Gui
et al. 2008). Four years after the completion of the
treatment, the patient has not experienced any prob-
lems and is particularly satisfied with the result.

CONCLUSIONS

In order to achieve the necessary orthognathic
improvement, we decided, on one hand, to increase
the horizontal overlap by removing the mandibular first
premolars, in order to preoperatively align the dental
arch of the patient's class Il skeletal deformity; and, on
the other, to use a splint with double imprints on its
lower surface, which was a simple way to maintain the
position of the condyles at the time of the surgery and
find the precise position of the central segment in rela-
tion to the joint.

Prosthetic genioplasty with a synthetic implant was a
solution to the horizontal lack of bone in the chin
region.
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