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Introduction
Bilateral saggital split osteotomies (BSSO) is one of the main orthognathic

 

surgery tools for managing skeletal mandibular excess, deficiency or asymmetry.

However, BSSO is known to be a technique-sensitive procedure with high reported

incidences of inferior alveolar nerve injury, maldirected  splits and post-surgical 

relapse. 

Post-surgical relapse has been classified into immediate and delayed relapse.

The  immediate  relapse  has  been  mainly  attributed  to  improper  seating of  the

mandibular  condyles  in  the  glenoid  fossae  whereas  delayed  relapse  has

been attributed to unstable occlusion, inadequate fixation and condylar resorption. 

Good dental occlusion following BSSO is dependent on a normal
 

temporomandibular joint; that is, dental malocclusion or abnormal interdigitation

with normal condylar position  can be controlled postoperatively by orthodontic

treatment, but an abnormal condylar position cannot be  corrected postoperatively

and eventually disrupts postoperative occlusal stability. There are many factors

affecting postoperative condylar position—for example, the surgeon’s experience,

movement  (forward,   backward,  or  rotational)  of  the  distal  segment  of  the

mandible, the anatomic shape and orientation of the  proximal segment, and the

fixation method. Various authors have stressed avoiding condylar displacement

and have suggested several methods for guiding the postoperative position of the

condyle. 

Inferior alveolar nerve affection; whether temporary or permanent; is said to
 

be due to medial reflection and retraction, direct injury during medial cutting, 

chisel injury during splitting, drilling through the canal during screw fixation 

and 
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