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Abstract (J. Kor. Oral Maxillofac. Surg. 2010;36:28-38)
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Clinical analysis of early reoperation cases after orthognathic surgery

Ju-Hwan Lee?, In-Woo Lee', Byoung-Moo Seo*?3#
'Department of Oral and Maxillofacial Surgery, Graduate School, Seoul National University,
’Dental Research Institute,"BK 21, *Biotooth Engineering Lab

The factors influencing the relapse and recurrence of skeletal deformity after the orthognathic surgery include various factors such as condylar devi-
ation, the amount of mandibular set-back, stretching force by the soft tissues and muscles around the facial skeleton. The purpose of this report is to
recognize and analyze the possible factors of reoperation after orthognathic surgery, due to early relapses.

Six patients underwent reoperation after the orthognathic surgeries out of 110 patients from 2006 to 2009 were included in this study. In most cases,
clincal signs of the insufficient occlusal stability, anterior open bite, and unilatera shifting of the mandible were founded within 2 weeks postoperatively.

Although elastic traction was initiated in every case, inadequate correction made reoperation for these cases inevitable.

The chief complaints of five cases were the protruded mandible combined with some degree of asymmetric face and in the other one case, it was
asymmetric face only. Various factors were considered as amajor cause of post-operative instability such as condylar sagging, counter-clockwise rota
tion of the mandibular segment, soft tissue tension related with asymmetrical mandibular set-back, preoperatively existing temporomandibular disor-
der (TMD), poor fabrication of the final wafer, and dua bite tendency of the patients.

Key words: Relapse, Orthognathic surgery, Reoperation, Mandibular set-back
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Table 1. Patients data.
N T Agn s . 1st Operation . . . 2nd Operation .
Maxilla Mandible Time Maxilla Mandible
MP - IVSRO sethack
1 M 29 + - -Rt: 9mm 22 days - Refixation
AO -Lt.: 85mm
- LFI
-#11,21 - IVSRO sethack . IVSRO setback
MP ; 3 mm advancement -Rt.: 7mm
-Rt.: 1.5mm
2 F 20 + - #13 -Lt: 16 mm 4 months -
_ ) -Lt.:25mm
FA ; 1 mm elongation - Genioplasty . Angle reduction
- #23 - 4 mm setback
; L mmimpaction
- IVSRO sethack
MP -Rt.:5mm
3 M 25 + - “Lt 9, mm 2 months - Refixation
A - Genioplasty
- 4 mm advancement
- Angle reduction (Rt.)
- LF1+ASO
MP -#11,21 - IVSRO setback
4 F 21 + 1 mm setback. -Rt.: 10 mm 42 days - Refixation
FA ;1 mm left shift -Lt:0Omm
; 10° elongation
- HighLF1 - IVSRO sethack
MP -#11,21 - Rt.: 17 mm
5 M 20 + ;4 mm advancement -Lt: 10 mm 24 days - Refixation
FA - #16 - Genioplasty
; 1 mmimpaction - 4 mm advancement
- LFI
- IVSRO advancement -#lL 21 _
- LFI ~Rt:0.5mm sLmmelongation |\ o2 sethack
6 M 21 FA  -#1,21 “Lt:15mm Smonths o MMSMORL o m
: 3 mm advancement - Genioplasty -#16 _ _ -Lt:1mm
; 0.5 mm impaction
- 2 mm advancement 8

; 3.5 mm impaction

(M: male, F: female, MP: mandibular prognathism, AO: anterior openbite, FA: facial asymmetry, LF I: Le Fort | osteotomy, IVSRO: intraoral
vertico-sagittal ramus osteotomy, Rt.: right, Lt.: left, TMD: temporomandibular joint disorder, CR: centric relation)
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AR Al AR ARG B0l AL I oL o] A (Fig.3.C)
ol WHREY o B AT HARF] FF] &

Fig. 1. A patient with condylar sagging.

A. Pre-operative intraoral photograph shows anterior openbite
and crossbite.

B. Intraoral photograph after 1st operation shows remained
anterior openbite.

C. Pre-operative transcranial radiographs show normal relation
between mandibular condyle and articular fossa.

D. Transcranial view after 1st operation shows antero-inferiorly
positioned condyle: condylar sagging.

E. Intraoral photograph after reoperation shows stable occlusion.
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Fig. 2. A patient with large and asymmetric mandibular set-back.

(Soft tissue tension increased post-operative instability.)

A. Pre-operative photographs show anterior crossbite with deviation of lower dental midline to right side.
B. Post-operative photographs after 1st operation show remained facial asymmetry.

C. After reoperation, facial symmetry and stable occlusion were maintained.
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Fig. 3. A patient with unsolved

transverse arch discrepancy.

A. Pre-operative photographs
show anterior crossbite with
lager mandibular angle on the
right side. Also Lateral coss-
bite is recognizable in the left
side.

. Post-operative photographs
after 1st operation show
occlusal shifting and instability.

. After refixation, stable occlu-
sion were maintained.
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S 0 FALE L sorE B4 £2 S AYsdn
ALY ALY 2% K BADEA F FAA 9 4
mm A 914 % -3 A 1A ] 1mm A o] 52 A

skt sterz2 IVSROe 93 52 17 mm, 2=
wmm4TPﬂ%%M@ﬂ qohﬂTﬂiq$H

A B A nﬂoﬂ S Herel BE
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Fig. 4. A patient of posterior

mandibular rotation combined

| with poor final wafer fabrication.

A. Pre-operative photographs
show facial asymmetry, anterior
crossbite with deviation of low-
er dental midline to left side.

B. Post-operative photographs
after 1st operation show
unsolved facial asymmetry
and poor occlusal adaptation
to the final wafer.

C. After refixation, facial symme-
try and stable occlusion were
maintained.
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Fig. 5. A patient of large and asymmetric mandibular setback combined with temporomandibular joint instability.
A. Pre-operative bone scintigraphy shows increased uptake on both TMJ.
B. Even after re-operation, persistent unstable occlusion with relapse tendency was noticed.

Fig. 6. A patient of centric rela-
tion-centric occlusion (CR-CO)
discrepancy with dual bite.

A. Pre-operative intraoral pho-
tographs show several miss-
ing teeth and poor occlusion
with deviated dental midline.

| B. Post-operative photographs

| after 1st operation show no

improvement of the occlusion.
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A% 59 vh.(Fig. 6.B) 59 Ao) Al F 290l AU FaAl & B @
Ara Al AdtE ALY 2X A FHEGE o TAA T A%l & Al ALt FQ FoE Qs 24 FHol #
o 2mm = o % ¥ 1mm b o] F, $3 A e 2 Ao shebZe) w1 o] o] T A A HW setuF Il
05 mm 4 o) 57 23 A 1) 72 o 35mm ko) A A AN Hojuh oF 2 1AL A A A Fol
< Al etk stz IVSRO 93 2 3mm, % EQH e W B sEe] BB S o1E A
Table 2. Case analysis.
No. Early findings of post-op instability Possible causes Alternative solutions
1 Anterior open bite Condylar sagging Condylar positioning devices®
Navigation surgery®#
Intraoperative awakening?
2 Shifting of mandible to Rt. side Large & asymmetric mandibular setback Short lingual technique®#
Remained asymmetry -> Distal cutting technique®
Soft tissue tension Secondary osteotomy?
3 Unstable occlusion Transverse discrepancy Palatal osteotomy®
Shifting of mandible to Rt. side
4 Unstable occlusion Poor final wafer Computer-assited planning®
Remained asymmetry ->
Rotation of posterior mandibleto Lt. side
5 Anterior open bite Large & asymmetric mandibular setback Short lingual technique®?*

Shifting of mandible anteriorly

6 Unstable occlusion
Anterior open hite
Remained asymmetry

->
Soft tissue tension
Temporomandibular joint instability
Dual bite

CR splint

Distal cutting technique®
Secondary osteotomy?

Computer-assited planning®

(Rt.: right, Lt.: left, CR: centric relation)
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