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coronal, sagittal and axial planes as well as changes in joint
space using CBCT and clinical examinations. In this study,
the time period was before surgery and six months later.
Cone beam computed tomography is (CBCT) is a very
accurate radiographic method which uses less radiation
than the CT.”" It investigates the condyle at all angles
compared to the lateral cephalometric x-ray.'’® In the first
six months after surgery, most changes occur in the condyle
and then the condyle returns to its position.'® According to
the findings, the axial angle of the left and right condyle
was reduced in patients before and after surgery. but this
change was not statistically significant. Thus, the condyle
was slightly turned inward. This result is consistent with
the findings of the study conducted by Kim and Choi.">
In a study. Kim investigated patients before surgery and six
months later using CBCT. He argued that the condyle is
slightly turned inward and during the 12 month follow-up,
the condyle with external rotation returns to its previous
position and this change is not statistically significant.
According to the findings, the condylar coronal angle
increased on both sides after surgery, but this increase was
not statistically significant. This result is consistent with the
findings of the study conducted by Kim and Choi.
According to a study conducted by Kim. the coronal angle
slightly increased in the first 6 months and the angle was
significantly reduced after 12 months, and the condyle was
rotated toward the midline.">!® Considering the distance
between the two condyles before and after surgery. it
slightly increased after 6 months, but it was not statistically
significant. In a study, Kim argued that the distance
between the two condyles slightly decreased after three
months, but they returned to its previous position after 6
months."”

Sagittal condyle angle on the right slightly increased and
sagittal condylar angle on the left was slightly reduced, but
this change was not statistically significant. This may be
due to differences in the performance of surgeons.
According to a study conducted bly Kim and Ghang, sagittal
condylar angle was reduced."”'*" The difference between
the left and right condyle could be due to the measurement
method. The angle was between the CO (the uppermost
point of the condyle) and L (the most posterior point of the
upper surface of the condyle) and the Po'-AM (the
lowermost point of the condyle). In these studies, the angle
between the longitudinal axis of the condyle and FH plane
was considered as the sagittal angle. Thus, the difference
may be related to the measurement method. In the present
study, the condylar inclination, as the angle between the
connection of the anterior and posterior point of the glenoid
fossa and the longitudinal axis of the condyle, was used.
This angle confirms the results of previous studies about a
decrease in the sagittal angle. In a study by Hu ef al., the
changes in the sagittal condyle angle were not statistically
significant. They used 28 class III malocclusion patients
who underwent BSSO and Lefort I. In order to investigate
the changes in condyle based on Torenes and Sund, the
lateral cephalometric radiograph was used with the opened
and closed mouth before surgery and six months later.”’

The anterior joint space decreased, indicating the joint
movement toward the front of the body. This decrease in
the joint space on the left was not significant and this could
be due to difference in surgical performance on the left and
right. The results of other studies showed the condyle
moved forward in the joint space. The findings of a study
conducted by Kim duringl2 months showed that the
condyle position becomes more anterior in 6 months after
surgery, and then returns to its previous position. This can
be due to edema or hemarthrosis.

Chen conducted a study on class II patients and concluded
that the condyle moves forward in 43% of patients. In this
research, Kamelchuk was used to measure the joint space
and Pullinger — Hollender was used to measure the anterior
and posterior condylar positions.* According to
Kamelchuk method for measuring the anterior, posterior
and the upper joint space, a line of the uppermost point of
glenoid fossa parallel to FH plane is drawn. From this
point, a tangent line to the most prominent point of the
condyle is drawn on the anterior and posterior side. Thus,
the vertical distance between the lines and the glenoid fossa
is considered as the posterior and anterior space. The upper
joint space includes the distance between the uppermost
point of the condyle and the uppermost point of the glenoid
fossa. In clinical examinations, maximal mouth opening,
and lateral and protrusive mandibular movements were
reduced, but this reduction was not statistically significant.
In addition, 19 patients (76%) (12 women and 7 men) had
the symptoms of TMD, including clicking, disc dislocation
with reduction and morphologic changes in the
preoperative radiograph. Nine patients (5 women and 4
men) had previous symptoms after surgery. No pain or
crepitus was mentioned. Examining temporomandibular
joints is important before surgery. Moore ef al. stated 5
analyses of the condyle in patients undergoing orthognathic
surgery and the results showed that three of them have
preoperative symptoms of dysfunction before surgery.”
Arent and Tomborello stated 10 analyses of the condyle
after orthognathic surgery and concluded that all of the
patients have preoperative symptoms of dysfunction before
surgery and six patients have preoperative symptoms of
dysfunction after surgery.”? The results of the study showed
that Bilateral Sagittal Split Osteotomy (BSSO) for skeletal
Class III patients did not have a significant effect on the
position of the condyle in the glenoid cavity and symptoms
of TMD. The results of studies on changes in the condylar
position after orthognathic surgery confirm the results of
the present study.”?* Changes in the condylar after
orthognathic surgery can be due to posture in the patient,
the stretched masticatory muscles, the type of fracture, the
way of fixation and the previous position of the condyle.!’
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