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THE POSTOPERATIVE CONDYLAR POSITION RELATED TO
TEMPOROMANDIBULAR DISCOMFORT IN SAGITTAL
SPLIT RAMUS OSTEOTOMY

Jun-Young You

Dept. of Oral & Maxillofacial Surgery, Kangnam General Hospital,
Public Corporation, Seoul, Korea

The sagittal split ramus osteotomy(SSRO) of the mandible has used one of the most popula
methods for the correction of various dentofacial deformities, especially mandibular prognathism.
In SSRO, there are produced bony gap following mandible setback because of mandibular flaving.
For this reason, the condylar axis may be changed due to bony approximation both segment
in three dimension move mesio-laterally. According to change of condylar position, the condition
of TM] structure are changed and change of TMJ] symptoms are suggested theoretically, and
the correction of malocclusion by SSRO may improve the TM] symptoms by improvement of
Jeeding difficulties. The pupose of this study was to determine velationship between expected
alterations in condylar position and suggested TMJ symptoms produced by change of condylar
position. TM] symptoms of 15patients who had operated SSRO are checked at about postoperative
6 month ranging 5~11 month. Anterior-posterior position of condyle which was comparison
breoperative with postoperative position, was classified 5 groups. The author tried to identify
relationship between positional change of condyle and TMJ discomfort.
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Table 1. Clinical TM] Assessment

Group I No TM] discomfort in pre and
postoperation

Group II' Developed TMJ discomfort by
operation

Group I Improved TM] discomfort by

. operation

Group IV No change of TMJ discofort

Table 2. Classification of positional change of
condyle

Class 1 No displacement

Class 1I Antero-inferior displacement
Class 1 Anterior diaplacement
Class IV Superior displacement
Class V Posterior displacement
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Fig 1. Schematic drawing of classification of
positional change of condyle
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Table 3. TMJ discomfort change following

SSRO
No. of Joints
Group I 19(63.3% )
Group 1II 1(3.3%)(5.0%)
Group 1II 8(27.7%)(80.0% )
Group IV 2(6.7%)
Total 30(100% )




Table 4. Classification condylar displacement

Group I Group II Group I Group Total
Class I 7 0 4 1 12(40%)
Class II 9 0 3 0 12(40% )
Class I 2 0 1 1 4(133%)
Class V 1 1 0 0" 2(6.7%)
Class V 0 0 0 0 0
19 1 8 2 30(100% )
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