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Introduction to the Surgical Planning of Orthognathic Surgery
Definition	
Dentofacial deformities: combined facial abnormalities and dental abnormalities arising from skeletal disproportion.

Affects both function and esthetics 
Etiology
1- Genetic pattern.
Family run skeletal disproportion mainly in class 3 skeletal pattern, usually involves maxilla retrognathia , and mandible prognathism . 
2-Embryonic disturbance of growth.
It happens in early stages like this patient here with hemifacialmicrosomia. The disturbance is affecting the distribution of the first branchial arch, so muscles of mastication, ears, upper and lower jaws are affected. There are many possible theories for its etiology like disturbance of growth caused by physical trauma, and other causes.
3-Postnatal damage before or after growth has ceased
Ankylosis  caused by forceps delivery , trauma or infection .
4-Abnormal regulation of growth after birth.
It can be bilateral like over growth of both condyles, or over activity of one condyle compared to the other side, this case is called condylar hyperplasia. Such a case will most probably lead to facial asymmetry; the face on one side is growing but the other side has stopped growing.
A typical case of condylar hyperplasia; the right side which should have stopped at the age of 18, is still active, but the left side has stopped. As a result, vertical and horizontal growth of mandible on the right side continues and that’s why it’s pushing the mandible down and the chin to the left side leading to uneven occlusion. 


Classification
1. Symmetrical form and positional anomalies.
2. Asymmetrical anomalies.

Assessment and Planning
1. Communication and psychological assessment.
There’s a condition called body dysmorphic syndrome or “dysmorphophobia”. It’s a condition that contraindicates surgery, for example some patients might think that failure in life and their problems are caused by the position  of their chin or an abnormality in their mandible, maxilla or their nose. Those patients become very obsessive, they might end up having severe depression and even commit suicide. So they have to be sent to a psychiatrist for proper assessment, and we don’t really do surgeries for them.
2. Family, social and medical history.
3. Facial esthetics.
4. Extra and intraoral examination.
5. Radiography and surgical orthodontics
xrays like panorama, CT scan, Cone Beam, lateral ceph ..etc .Also , we always put our surgical plan with collaboration with an orthodontist, as he will be doing the decompensation

How can we tell if the condyle is still growing or not?
By bone scanning or “bone scintigraphy”; we inject a radioactive material (Techneciam 99 )which gets taken by active cells, if there was overactivity of the condyle, it will show a hotspot
If the condyle is still active, because in this case we’ll have to do condylectomy or condylotomy to the side that is active. in order to prevent further asymmetry. However, if it’s not active, there will be no need for any surgery, we go directly to corrective surgery for the asymmetry.

6. Study models.
A facebow will give us the location of the maxilla in relation to the TMJ. So if we want to move the maxilla or mandible, we can’t just move them using simple study models, you need to have a reference in the face which usually is the facebow. And then we do mock surgery.
Mock surgery is considered part of the planning. First, we take study models, transfer those models using a facebow to an articulator and mount them. We draw lines with measurements, vertical and horizontal line, and then we cut in the lab and do the movement to the maxilla as planned. After moving the maxilla, we fix it in its place using wax, and then we make what is called an “intermediate wafer”. It’s like a night guard, it transfers the relationship of the new advanced maxilla to the fixed mandible, “the one we have not moved yet.” So here we’re using the mandible as a reference for the movement of maxilla.
Now that we created an intermediate wafer, we put it away and start with the movement of the mandible as planned. We fix it and make a new wafer called “final wafer”. We take those two wafers to the surgery. In the operation, we move the maxilla as planned, and to be more precise, we put the intermediate wafer in between teeth and we measure movement of maxilla.
That’s how we transfer movement of surgical plan from the lab to surgery
Surgical Planning

1.Avoid incisions on the face.
 Unless it’s a condyle surgery access through a periauricular inciosin which is aesthetic as it’s along lines of the ear .
2.Plan the bone and then soft tissues follow.
3.Correct the profile then the occlusion 
4. Occlusal asymmetry and function as important as profile.
5- Rigid fixation  using plates and screws and intraoral elastics . wires were used but didn’t provide stable results . Also, Intermaxillary fixation was used but had the disadvantage of keeping pt from normal nutrition for 6-8 weeks. 

Note : founder of orthognathic surgical techniques is Hugo Obwegesser . 
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