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SSO: Access osteotomy for benign pathologies of posterior mandible
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Abstract

Sagittal split osteotomy has been used to address skeletal deformities involving the mandible. The versatility of the procedure has
already been established in the past. This modality has rarely been used as access osteotomy. This article reviews the usage of
sagittal split osteotomy for access to various benign pathologies which mainly involves the posterior mandible. The article also
discusses various modalities which are used in order to address deeply seated pathologies. The various indications and anatomic
consideration for using sagittal split osteotomy along with the advantages of this procedure over other procedures have been

discussed.
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Introduction

There are various pathologies which commonly
affect the mandible in the angle region as well as the
posterior body region which are difficult to access.!* The
access to the posterior mandible can we achieved mainly
by Sagittal Split Osteotomy (SSO) in those cases where
the pathologies are mostly benign and remain the
medullary part of mandible like odontoma. Most of the
pathologies in the posterior mandible remain
unidentified unless they turn painful and attain a larger
size which makes it difficult for surgical excision of
these lesions.

These are diagnosed incidentally and most of time
during routine radiographic examination. Those
pathologies which are considered to have very limited
potential of growth and not showing active growth
during various growth period of life can be accessed by
this technigue. These are rarely symptomatic and are
associated with pain in the region where these are
present.*®

The proximity of the IAN has been always been a
relative contraindication in removal of any lesion which
remains constant with life with no secondary changes.®
The access to the various pathologies which are located
deep in the angle of mandible and in close proximity with
the inferior alveolar nerve could be easily accessed by
using sagittal split osteotomy of mandible as reported
earlier by various authors™®

Discussion

The sagittal split osteotomy was first was introduced
for the removal of large tumor of mandible in 1979 by
Rittersema and van Gool. Since then it is considered as
one of the methods for the removal of deeply seated

lesion of mandible. The factors can broadly be divided

in to anatomic factors, access factors, size of the

lesion.?5?

The anatomic factors includes the proximity of the
adjacent tooth structures, nerve components such as
inferior alveolar nerve. The location of the lesion may be
too deep or lingually placed which is one important
factor which determines the method of surgical access to
the structure.®® There are chances of fracture in cases
where the size of the pathology is large and located more
close to inferior border requiring more removal of bone
for complete enucleation of the lesion.

There are various surgical techniques for the
removing large benign lesion of the mandible. They
include:

1. Intraoral buccal approach in which the buccal
cortical plate is removed and the lesion is adequately
exposed before enucleation,®

2. Intraoral lingual approach in which the lingual
cortical plate is fractured and the lesion is exposed.
The care is taken to dissect the flap along with
periosteum and keeping the instrument close to bone
and prevent any perforation because of the close
proximity of the lingual nerve.®

3. Segmental osteotomy in  which extraoral
submandibular incision is given and partial
segmentation of the bone is done. This procedure
generally requires bone grafting.451011

4. Bony lid technique in which extraoral incision is
given and sagittal split of the body of mandible is
done to expose the lesion.>®
The unilateral sagittal spilt osteotomy along with its

modifications another resort of surgical approach to the

lesion of the mandible. (Table 1)
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Table 1: List of all authors who have used SSO for treatment of various pathologies in the past

S. No. Authors Year Tumors or
Pathology
1. Rittersma and van 1979 Keratocyst
Gool
2. Barnard 1983 | Odontoma
3. Frame 1986 | Odontoma
4, Petti et al 1987 Myxoma
5. Wong 1989 | Odontoma
6. Wong 1992 Myxoma
7. Guven 1999 | Odontoma
8. Casap et al 2006 | Odontoma
9. Paoli et al 2007 | 20KCand 2
Dentigenous cysts.
10. Orbach et al 2008 | Ossifying Fibroma
11. Virendra Singh 2012 | Unilocular cyst
12. Laith Mahmood et 2013 | Schwannoma
al
13. de Oliveira et al 2014 | Complex odontoma

There are various noted advantages of using the
sagittal split osteotomy for the surgical access in deeply
placed lesions or lesion which are in close proximity to
the inferior alveolar nerve. The sagittal split osteotomy
is carried out intraorally thus avoiding external scar and
more esthetic when compared to extraoral approach.812
This also prevents injury to the terminal branches of the
facial nerve which could be damaged during the expose
to the mandible for osteotomy using extraoral approach.®
The SSO can we used to remove lesion which are in tight
contact with IAN with adequate and direct visibility of
the canal and hence preventing permanent damage to the
neural structure. The visibility of the inferior alveolar
nerve and canal is diminished in extraoral approach
which also makes it a relatively bad option to deal with
deeply placed or inferiorly placed lesion of mandible.*$
The is relatively more control of the surgical field in
cases of SSO cause various modifications of the SSO can
be used which have been described in recent past.*13
The lingual approach has more complications which
might lead to lingual paraesthesia if the plane is not kept
subperiosteally. This is one factor to be considered is the
fact that even there is IAN dysfunction after SSO. There
is presence of paraesthesia in about 34% after four days
after surgery but that also drastically reduces to about
only 8 % after six months.” The fact that the paraesthesia
in the lower lip is not too bothersome to the patients
makes it very convenient for the patients that the
paraesthesia of the lingual tissues.

SSO is technically more difficult than corticotomy
but can prevent fracture leading to discontinuity of the
mandible during the procedure and hence is preferred
more in deeply seated pathologies of the mandible.**2
Corticotomy may hence sometimes be supplemented
with grafting procedures to prevent fracture of the
mandible after the procedure is completed.> There are
various others who have used this procedure to access

the pathologies in the mandible. The use of this
technique for the removal of the tumors of the mandible
had been tabulated in Table 1 with the details of the
pathology which was addressed in the past using this
technique.

Conclusion

This technique needs to be popularised for the
excision of deeply seated pathology as there are minimal
postoperative complications like mandibular
discontinuity. This procedure requires plating and may
require maxillomandibular fixation for 2 weeks which is
one drawback. Still the advantages are far more than the
temporary discomfort which is faced the patient
postoperatively.
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