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Abstract
Background
Orthognathic surgery is associated with considerable swelling and neurosensory disturbances. Serious swelling can lead to great physical and psychological strain. A randomized, prospective, controlled clinical trial was realized in order to evaluate the effect of a preoperative intravenous dexamethasone injection of 40 mg on postoperative swelling and neurosensory disturbances after orthognathic surgery.

Methods
Thirty-eight patients (27 male and 11 female) patients, all with the indication for an orthognathic surgery, were enrolled in this study (mean age: 27.63 years, range: 16–61 years) and randomly divided into two groups (study group/ control group). Both groups underwent either maxillary and/or mandibular osteotomies, resulting in three subgroups according to surgical technique (A: LeFort I osteotomy, B: bilateral sagittal split osteotomy (BSSO), C: bimaxillary osteotomy). The study group received a single preoperative intravenous injection of 40 mg dexamethasone. Facial edema was measured by 3D surface scans on the 1st, 2nd, 5th, 14th and 90th postoperative day. Furthermore, neurosensory disturbances on the 2nd, 5th, 14th and 90th postoperative day were investigated by thermal stimulation.

Results
Facial edema after LeFort I osteotomy, BSSO and bimaxillary osteotomy showed a significant decrease in the study group compared to the control group (P = 0.048, P = 0.045, P < 0.001). The influence of dexamethasone on neurosensory disturbances was not significant for the inferior alveolar nerve (P = 0.746) or the infraorbital nerve (P = 0.465).

Conclusions
Patients undergoing orthognathic surgery should receive a preoperative injection of dexamethasone in order to control and reduce edema. However, there was no influence of dexamethasone on reduction of neurosensory disturbances.
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Background
Several methods exist to reduce considerable swelling after orthognathic surgery. The most common method to reduce swelling is cooling [1, 2]. Glucocorticoids are also recommended to reduce postoperative edema [3]. They decrease the permeability of the capillaries [4]. Consequently there are less fluid and inflammation mediators entering the concerned tissue [5–7]. Therefore, several trials in oral and maxillofacial surgery have evaluated the use of glucocorticoids to reduce and control the postoperative side effects [5, 8–14]. All these clinical trials were not able to measure the swelling three-dimensionally due to a lack of technical capabilities, such as 3D scanning facilities. Two-dimensional measurements cannot reflect the extension of facial swelling adequately. The three-dimensional volume of swelling in its complete extension should be quantified in the present study. 3D surface scans are used more and more frequently in orthognathic and plastic surgery. Few studies in orthognathic surgery have evaluated the postoperative swelling applying this procedure by comparing cooling devices with conventional cooling. Additionally, they evaluated how body mass index, age and sex influence the swelling [2, 15].
Concerning neurosensory disturbances, one of the most frequently described complications after bilateral sagittal split osteotomy (BSSO) is an impairment of the inferior alveolar nerve (IAN) [16]. Many trials have described a large number of different testing methods to quantify these neurosensory disturbances, but comparatively few trials have evaluated a possible effect on the reduction of neurosensory disturbances of glucocorticoids [3, 17–19]. Therefore, further studies are needed [3, 20].
The aim of the present study was to investigate the swelling three-dimensionally at defined time points and to evaluate the effect of a preoperative injection of 40 mg of dexamethasone. The possible effect of glucocorticoids on reduction of neurosensory disturbances was examined.

Methods
The study had been approved by the local ethics committee of the Albert-Ludwigs-Universität Freiburg, Germany (Protocol number: EK 4 / 14).
Study design
A randomized, prospective, controlled trial was carried out at the University of Freiburg in the Department of Oral and Maxillofacial Surgery. Thirty-eight patients (27 male and 11 female, mean age: 27.63 years, range: 16–61 years) with an indication for orthognathic surgery were enrolled in this study. Exclusion criteria were regular drug therapy, psychiatric illness, coagulopathy, diabetes mellitus, and chronical infections. The patients involved were divided into three subgroups, depending on the executed surgery (A: LeFort I osteotomy, B: BSSO, C: bimaxillary osteotomy). The patients of each group were randomly assigned to a study-group and a control-group. Baseline characteristics of the patient collective are shown in Table 1 and the Consort Statement Flow Diagram is presented in Fig. 1. The study-group received a single preoperative injection of 40 mg dexamethasone (Fortecortin Inject, Merck Serono GmbH). Surgery duration was documented in all cases. To homogenize the groups, all participants got a thorough instruction in cooling. This standardized postoperative cooling procedure was important to allow a direct comparison of the swellings. Therefore cooling was realized immediately after the operation for the time of hospitalization (for subgroups A and B 3–4 days, subgroup C 5–7 days). All participants used the same type of cooling device (Hilotherm GmbH, Argenbühl-Eisenharz, Germany) at a temperature between 17 and 19 °C for 14–16 h/day.Table 1Baseline charcteristics of the patient collective


	 	
                                            n (%)

	Ethnic group

	 Caucasian
	38 (100%)

	Gender

	 Male
	27 (71%)

	 Female
	11 (29%)

	Age

	 < 20 years
	6 (15,8%)

	 20–30 years
	26 (68,4%)

	 30–50 years
	3 (7.9%)

	 > 50 years
	3 (7.9%)

	Surgery
	12 (31.6%)
	7 study group

	 LeFort I
	5 control group

	 BSSO
	(2 lost to follow-up)

	 Bimaxillary osteotomy
	16 (42.1%)
	8 study group

	8 control group

	10 (26.3%)
	6 study group

	4 control group

	(2 lost to follow-up)
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Fig. 1Consort Statement Flow Diagram




                        
The facial swelling was determined by the three-dimensional scanning device 3dMD (Atlanta, USA) consisting of six vision cameras and a flash light. The scanning system is linked to a personal computer with the relating software 3dMD Patients (3dMD, Atlanta, USA). The result is a polygonal mesh (45.000–60.000 polygons) ready for evaluation. The amount of swelling was measured by the volume (milliliters). 3D surface scans were generated at five different points of time: D1 (first postoperative day, only for subgroups A and B, in subgroup C not possible due to physical impairment after intervention), D2 (second postoperative day), D5 (fifth postoperative day), D14 = (fourteenth postoperative day) and D90 (ninetieth postoperative day) (Figs. 2 and 3). After cutting and customizing the scans by anatomical structures, scans D1-D14 were matched to the reference scan D90. The forehead and the ridge of the nose were used for surface matching because they are barely influenced by the swelling. After surface matching, the volume difference between the masks was calculated.
Neurosensory disturbances were determined by thermal stimulating using the MSA Thermal Stimulator (Somedic AB, Hörby, Sweden). It consists of a thermode and a push-button and is linked to a personal computer with the accompanying software SENSELab MSA v.6.25 (Somedic AB, Hörby, Sweden). Depending on the executed surgery, the thermode is placed on the skin above the infraorbital foramen (infraorbitale nerve / LeFort 1 osteotomy) or above the mental foramen (inferior alveolar nerve / BSSO) to evaluate heat and cold thresholds for the inferior alveolar nerve (IAN) or the infraorbital nerve (ION). Each sequence consists of ten single stimulations (five heat- / five cold stim.). The starting temperature is defined at 32 °C (max. 50 °C / min 15 °C). The heat and cold thresholds are calculated as the average of the five single stimulations. These tests were performed on the second, the fifth, the fourteenth and the ninetieth postoperative day.

Surgical procedure
Each patient received orthodontic treatment preoperatively. The same surgeon performed all operations. Twelve patients underwent LeFort I osteotomies (7 with preoperative dexamethasone injection) and 16 a bilateral sagittal split osteotomy (8 with preoperative dexamethasone injection) as described by Obwegeser/Dal Pont [21]. Bimaxillary surgery was necessary in 10 cases (6 with preoperative dexamethasone injection).

Statistical analysis
For a descriptive analysis mean, median and standard deviation were computed. Statistical analyses were performed by the t-test and the method of Scheffe (adjustment of p-values). Significance level was set on P < 0.05. The data were analyzed using the statistical software package STATA 13.1. (StataCorp LP, Texas, USA).


Results
Thirty-eight patients (27 male, 11 female) were included in the study. There were no statistically significant differences between our study and control group concerning age and sex. Mean surgery duration was 97,16 (±41,29) minutes in subgroup A, 142,56 (±29,24) minutes in subgroup B, and 285 (±63,56) minutes in subgroup C.
Postoperative swelling
The degree of swelling was measured by matching a three-dimensional mask in swollen condition (D1-D14) to a reference mask in unswollen condition (D90) and calculating its volume difference. Figs. 2 and 3 illustrates the development of swelling.
The maximum swelling in the LeFort I subgroup was observed on postoperative day one with a significant difference in swelling between the study group and control group with less swelling in the study group (−11%: 53.05 ml (± 30.06) vs. 59.49 ml (±28.28), p = 0.048). Fourteen days postoperatively, the remaining swelling differed between the two groups (study group: 16%, 8.84 ml (±5.16) vs. control group: 36%, 21, 45 ml (±18.95) (Fig. 4).
                           [image: A13005_2017_153_Fig2_HTML.gif]
Fig. 2Development of swelling – D1 = first postoperative day, D2 = second postoperative day, D5 = fifth postoperative day, D14 = fourteenth postoperative day, D90 = ninetieth postoperative day (reference scan)




                        
In contrast to LeFort I osteotomies, the maximum of swelling in the BSSO patients was observed on postoperative day two. Less swelling was also observed in the study group (−18%: 127.84 ml (±21.97) vs. 153.95 ml (±53.85), p = 0.046). The remaining swelling 14 days postoperatively was about 25% in comparison to its initial value in both groups (study group: 21%, 27.13 ml (±18.40) vs. control group: 24%, 37.13 ml (±21.69) (Fig. 5).[image: A13005_2017_153_Fig3_HTML.gif]
Fig. 3Textured face scan of D90 (grey) and polygonal mesh of D1 (red) of a female patient after bilateral sagittal split osteotomy (BSSO) demonstrating the areas with less (nose and infraorbital area, right) or maximum swelling (paramandibular area, left, and neck)
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Fig. 4Postoperative swelling following LeFort I osteotomy (D1-D4) with and without a preoperative dexamethasone injection
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Fig. 5Postoperative swelling following bilateral sagittal split osteotomy (BSSO) (D1-D4) with and without a preoperative dexamethasone injection




                        
After bimaxillary osteotomies, there was 39% less swelling on postoperative day two in the study group compared to the control group (107.46 ml (±32.78) vs. 175.39 ml (±45.09), p < 0.001). Despite the much higher initial swelling in the control group, there were no differences in swelling 14 days postoperatively between the two groups (study group: 32%, 31.9 ml (±10, 25) vs. control group: 22%, 37.8 ml (±22.31)) (Fig. 6).[image: A13005_2017_153_Fig6_HTML.gif]
Fig. 6Postoperative swelling following bimaxillary osteotomy (D2-D4) with and without a preoperative dexamethasone injection




                        

Postoperative neurosensory disturbances
Neurosensory disturbances were quantified by thermal stimulating in 30 of the 38 patients (20 male, 10 female) of a mean age of 28.11 years.
Statistical analysis showed, that the influence of dexamethasone on the reduction of neurosensory disturbances of the IAN was not significant different between the study and control group (P = 0.746). Similar results were observed for the ION (P = 0.465).


Discussion
Controlling and reducing postoperative edema after orthognathic surgery is important for the surgical outcome and the patient’s recovery. Even airway obstruction can occur in severe cases [22].
Three-dimensional face scans have opened the opportunity to measure the three-dimensional swelling in its complete extension without unnecessary radiation exposure [10, 23]. This procedure is described more and more frequently and has proven its precision and accuracy. The scan has to be taken with the same facial expression to ensure an adequate matching of the scans. In this study, all participants were asked to close their eyes and keep their mouths closed during image acquisition.
For the evaluation, the scan from postoperative day 90 (D = 90) was chosen as reference scan. Investigations confirm that only about 10% of the swelling can be observed at that time point and minimal facial changes occur in the following months [15, 24]. A preoperative scan would lead to wrong results as the surgery changes the patient’s facial profile. Due to the general conditions of the patients and related immobility after bimaxillary osteotomies (subgroup C), the first postoperative face scan was taken on postoperative day 2. In two of three subgroups (BSSO and bimaxillary osteotomies), the maximum swelling was observed on postoperative day 2 confirming the results of Milles et al., Troullos et al. and Lin et al. [25–27].
In contrast to a study conducted by Lin et al., no glucocorticoids were administered to the control group to investigate the medication-related effect as described by several authors [5, 8, 20]. Glucocorticoids have not yet reached full acceptance in orthognathic surgery in all medical centers [5]. Long-term glucocorticoid therapy can cause several side effects if administered with high doses and for more than 5 days [20, 28] such as Cushing-Syndrome, adrenal insufficiency, temporarily increase of blood sugar level [22, 29] psychological impairment [30] or even decrease of wound healing [31]. However, there is no clear evidence, that a single preoperative administration of glucocorticoids shows the reported side effects. Still, the dose having the highest capability in reducing swelling is unknown. The present study used 40 mg dexamethasone according to studies in traumatology. In these studies 40 mg dexamethasone is administered as antiemetic and opioid-sparing medication after surgery. Also in oncologic studies a high single dose of dexamethasone shows beneficial effects versus prednisolone. Regarding side effects, the results are somewhat contradictory. While one study showed a slight increase of complications after perioperative corticoid administration, most studies showed no side-effects of a single high-dose dexamethasone therapy [13, 32]. Due to these very positive effects, we decided in favor to the relatively high single dose amount, even if in former studies in orthognatic and oral surgery, a single shot administration of only 8-16 mg dexamethasone was used, which, however, shows only some beneficial effects concerning swelling and edema [11–14].
Regarding possible side effects of the glucocorticoids like decreased wound healing, increased infection rate hypotension, or even neurosensory disturbances, there was no difference between the control and the test group. However, the results confirm the assumption that glucocorticoids decrease postoperative edema after orthognathic surgery, which is a clear negative aspect of orthognathic surgery. The amount of swelling is inter-individually different and depends also on the surgical techniques. Differences in surgical techniques were excluded by including only cases treated by one surgeon. All in all, we were able to show that the single high dose of the glucocorticoid dexamethasone shows beneficial effects in reduction of postoperative edema, independent of the amount of swelling. Therefore, we can state that the single dose together with modern operation techniques can increase the patient’s comfort after such elective surgery.
The administration of glucocorticoids is one possibility to reduce swelling. A continuously cooling of the surgery site, shows beneficial effects, too. For this reason a standardized cooling procedure was performed in all patients to ensure comparable conditions. As described by several authors, the patients of the study group showed less swelling in the initial postoperative phase than the patients of the control group [33–36]. Comparing three different cortisone drugs (methylprednisolone, betamethasone and dexamethasone), dexamethasone seems most suitable because of its high anti-inflammatory activity, no mineralocorticoid activity and its long biologic half-life of 36–48 h [5, 8, 9]. Intravenous injection is recommended preoperatively [20]. However, the ideal timing is uncertain [20]. The conversion of dexamethasone which is delivered as a prodrug takes 10 min [37]. To reach clinical effectiveness it takes about one to two additional hours [38, 39]. Therefore, an early injection 12 h preoperatively as described by Schaberg et al. does not seem to be necessary [9]. Additional postoperative injections showed no further decrease of edema [5, 8]. The different protocols as well as the different measuring methods do not allow a direct comparison of the results. Further trials with comparable and objective measurements of swelling are needed to achieve a consensus about the ideal dose and the injection time.
The present study did not approve a significant influence of dexamethasone on reduction of neurosensory disturbances. To detect possible effects, thermal stimulation was used. Many approaches of examining neurosensory disturbances have been made. They vary from analysis with visual analogue scales to the investigation of mechanical thresholds by Semmes aesthesiometer (measuring device for tactile sensitivity), thermal stimulation, light touch, static 2-point touch and pin-prick discrimination [6, 7, 18]. The variety of testing methods makes it difficult to compare the results. Al-Bishri et al. described less neurosensory disturbances after the administration of glucocorticoids. However, this trial was only based on the patients’ personal evaluation of neurosensory dysfunctions [18]. Seo et al. achieved significant less neurosensory disturbances with a glucocorticoid therapy over 2 weeks (30 mg prednisolone for 7 days, 15 mg for 4 days and 5 mg for 3 days), if started 3 weeks postoperative. A local intraoperative application of dexamethasone on the nerve shows no clinical effect as well as a single preoperative application [5, 19]. The results were gained by using thermal stimulation as a simple and precise method to measure neurosensory disturbances. Limitations based on interindividual differences must be taken into account, if judging the results. Lacking of precise and easy to handle instruments, the thermal stimulation test seems to be appropriate to compare the study and the control group. Ongoing research must increase the evidence of glucocorticoids for reduction of neurosensory disturbances. Furthermore, postoperative nausea and vomiting (PONV) are common complications after orthognathic surgery and occur in 40% of cases during the first 24 h [40]. A large systematic literature research has revealed that a single dose of dexamethasone is additionally effective in decreasing the risk of PONV [41].

Conclusion
The present study demonstrates that dexamethasone significantly reduces postoperative swelling. In patients with bimaxillary osteotomies, the greatest reduction in swelling was achieved. A promotion of nerve healing or less neurosensory disturbances after a single injection of glucocorticoids could not be observed. Further studies are needed to evaluate the ideal dose and timing of the administration of glucocorticoids to reach the maximum benefit from dexamethasone.

Acknowledgements
The authors would like to thank A. Soranno for her great support and K. Vach for her help with the statistical analysis.
Funding
The article processing charge was funded by the German Research Foundation (DFG) and the Albert Ludwigs University Freiburg in the funding programme Open Access Publishing. There was no additional funding for this study.

Availability of data and materials
The datasets used and analyzed during the current study are available from the corresponding author on reasonable request.


Authors’ contributions
WS-H interpreted the data and was a major contributor in preparing the manuscript. MAF was responsible for data evaluation, preparation of the figures and contributed in preparing and revising the manuscript. TWD was responsible for data acquisition and has been involved in drafting of the manuscript. CPC revised the manuscript critically. MCM was responsible for conception and design of the study and gave the final approval of the manuscript. All authors read and approved the final manuscript.

Ethics approval and consent to participate
Germany Protocol number: EK 4 / 14, Local ethics committee of the Albert-Ludwigs-Universität Freiburg.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.


[image: Creative Commons]
                           Open AccessThis article is distributed under the terms of the Creative Commons Attribution 4.0 International License (http://​creativecommons.​org/​licenses/​by/​4.​0/​), which permits unrestricted use, distribution, and reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver (http://​creativecommons.​org/​publicdomain/​zero/​1.​0/​) applies to the data made available in this article, unless otherwise stated.

References
1.
Schaubel HJ. The local use of ice after orthopedic procedures. Am J Surg. 1946;72:711–4.CrossrefPubMed

2.
Rana M, Gellrich N-C, von See C, Weiskopf C, Gerressen M, Ghassemi A, Modabber A. 3D evaluation of postoperative swelling in treatment of bilateral mandibular fractures using 2 different cooling therapy methods: a randomized observer blind prospective study. J Cranio-Maxillofac Surg. 2013;41:e17–23.Crossref

3.
Dan AEB, Thygesen TH, Pinholt EM. Corticosteroid Administration in Oral and Orthognathic Surgery: a systematic review of the literature and meta-analysis. J Oral Maxillofac Surg. 2010;68:2207–20.CrossrefPubMed

4.
Nauck M, Karakiulakis G, Perruchoud AP, Papakonstantinou E, Roth M. Corticosteroids inhibit the expression of the vascular endothelial growth factor gene in human vascular smooth muscle cells. Eur J Pharmacol. 1998;341:309–15.CrossrefPubMed

5.
Widar F, Kashani H, Alsén B, Dahlin C, Rasmusson L. The effects of steroids in preventing facial oedema, pain, and neurosensory disturbances after bilateral sagittal split osteotomy: a randomized controlled trial. Int J Oral Maxillofac Surg. 2015;44:252–8.CrossrefPubMed

6.
Edelman JL, Lutz D, Castro MR. Corticosteroids inhibit VEGF-induced vascular leakage in a rabbit model of blood retinal and blood aqueous barrier breakdown. Exp Eye Res. 2005;80:249–58.CrossrefPubMed

7.
Koedam JA, Smink JJ. Van Buul-offers SC: Glucocorticoids inhibit vascular endothelial growth factor expression in growth plate chondrocytes. Mol Cell Endocrinol. 2002;197:35–44.CrossrefPubMed

8.
Weber CR, Griffin JM. Evaluation of dexamethasone for reducing postoperative edema and inflammatory response after orthognathic surgery. J Oral Maxillofac Surg. 1994;52:35–9.CrossrefPubMed

9.
Schaberg SJ, Stuller CB, Edwards SM. Effect of methylprednisolone on swelling after orthognathic surgery. J Oral Maxillofac Surg. 1984;42:356–61.CrossrefPubMed

10.
Munro I, Boyd J, Wainwright D. Effect of steroids in maxillofacial surgery. Ann Plast Surg. 1986;17:440–4.CrossrefPubMed

11.
Boonsiriseth K, Latt MM, Kiattavorncharoen S, Pairuchvej V, Wongsirichat N. Dexamethasone injection into the pterygomandibular space in lower third molar surgery. Int J Oral Maxillofac Surg. 2017;46:899–904.CrossrefPubMed

12.
Dereci O, Tuzuner-Oncul AM, Kocer G, Yuce E, Askar M, Ozturk A. Efficacy of immediate postoperative intramasseteric dexamethasone injection on postoperative swelling after mandibular impacted third molar surgery: a preliminary split-mouth study. JPMA. J. Pak. Med. Assoc. 2016;66:320–3.PubMed

13.
Bergeron SG, Kardash KJ, Huk OL, Zukor DJ, Antoniou J. Perioperative dexamethasone does not affect functional outcome in total hip arthroplasty. Clin Orthop Relat Res. 2009;467:1463–7.CrossrefPubMedPubMedCentral

14.
Esen E, Taşar F, Akhan O. Determination of the anti-inflammatory effects of methylprednisolone on the sequelae of third molar surgery. J. Oral Maxillofac. Surg.J. Am.A Oral Maxillofac. Surg. 1999;57:1201–6. discussion 1206-1208.Crossref

15.
Kau CH, Cronin AJ, Richmond S. A three-dimensional evaluation of postoperative swelling following orthognathic surgery at 6 months. Plast Reconstr Surg. 2007;119:2192–9.CrossrefPubMed

16.
Panula K, Finne K, Oikarinen K. Incidence of complications and problems related to orthognathic surgery: a review of 655 patients. J Oral Maxillofac Surg. 2001;59:1128–36.CrossrefPubMed

17.
Seo K, Tanaka Y, Terumitsu M, Someya G. Efficacy of steroid treatment for sensory impairment after orthognathic surgery. J Oral Maxillofac Surg. 2004;62:1193–7.CrossrefPubMed

18.
Al-Bishri A, Rosenquist J, Sunzel B. On neurosensory disturbance after sagittal split osteotomy. J Oral Maxillofac Surg. 2004;62:1472–6.CrossrefPubMed

19.
Pourdanesh F, Khayampour A, Jamilian A. Therapeutic effects of local application of Dexamethasone during bilateral Sagittal split Ramus Osteotomy surgery. J Oral Maxillofac Surg. 2014;72:1391–4.CrossrefPubMed

20.
Chegini S, Dhariwal DK. Review of evidence for the use of steroids in orthognathic surgery. Br J Oral Maxillofac Surg. 2012;50:97–101.CrossrefPubMed

21.
Obwegeser HTR. Zur Operationstechnik bei der Progenie und anderen Unterkieferanomalien. Dtsch. Zahn Mund Kieferheilkd. 1955;23:232–41.

22.
Alexander ETR. A review of perioperative corticosteroid use in dentoalveolar surgery. Orl Surg Oral Med Oral Pathol Oral Radiol Endod. 2000;90:406–15.Crossref

23.
van der Meer WJ, Dijkstra PU, Visser A, Vissink A, Ren Y. Reliability and validity of measurements of facial swelling with a stereophotogrammetry optical three-dimensional scanner. Br J Oral Maxillofac Surg. 2014;52:922–7.CrossrefPubMed

24.
van Loon B, Maal TJ, Plooij JM, Ingels KJ, Borstlap WA, Kuijpers-Jagtman AM, Spauwen PH, Berge SJ. 3D Stereophotogrammetric assessment of pre- and postoperative volumetric changes in the cleft lip and palate nose. Int J Oral Maxillofac Surg. 2010;39:534–40.CrossrefPubMed

25.
Milles M, Desjardins PJ. Reduction of postoperative facial swelling by low-dose methylprednisolone: an experimental study. J Oral Maxillofac Surg. 1993;51:987–91.CrossrefPubMed

26.
Troullos ES, Hargreaves KM, Butler DP, Dionne RA. Comparison of nonsteroidal anti-inflammatory drugs, ibuprofen and flurbiprofen, with methylprednisolone and placebo for acute pain, swelling, and trismus. J Oral Maxillofac Surg. 1990;48:945–52.CrossrefPubMed

27.
Lin HH, Kim S-G, Kim H-Y, Niu L-S, Lo L-J. Higher dose of Dexamethasone does not further reduce facial swelling after Orthognathic surgery: a randomized controlled trial using 3-dimensional Photogrammetry. Ann Plast Surg. 2017;78:S61–9.CrossrefPubMed

28.
Gersema L, Baker K. Use of corticosteroids in oral surgery. J Oral Maxillofac Surg. 1992;50:270–7.CrossrefPubMed

29.
Butler R. Dosage effects of pulsed steroid therapy on serum cortisol levels in oral and maxillofacial surgery patients. J Oral Maxillfac Surg. 1993;51:750–3.Crossref

30.
Fleming PS, Flood TR. Steroid-induced psychosis complicating orthognathic surgery: a case report. Br Dent J. 2005;199:647–8.CrossrefPubMed

31.
Joseph J, Tydd M. The effects of cortisone acetate on tissue regeneration in the rabbit's ear. J Anat. 1973;115:445–60.PubMedPubMedCentral

32.
Wei Y, Ji X-b, Wang Y-w, Wang J-x, Yang E-q, Wang Z-c, Sang Y-q, Bi Z-m, Ren C-a, Zhou F, et al. High-dose dexamethasone vs prednisone for treatment of adult immune thrombocytopenia: a prospective multicenter randomized trial. Blood. 2016;127:296–302. quiz 370CrossrefPubMed

33.
van der Vlis M, Dentino KM, Vervloet B, Padwa BL. Postoperative swelling after orthognathic surgery: a prospective volumetric analysis. J Oral Maxillofac Surg. 2014;72:2241–7.CrossrefPubMed

34.
Tozzi U, Santillo V, Tartaro GP, Sellitto A, Gravino GR, Santagata M. A prospective, randomized, double-blind, placebo-controlled clinical trial comparing the efficacy of anti-edema drugs for edema control in Orthognathic surgery using digitizer 3-D to measure facial swelling. J Maxillofac Oral Surg. 2015;14:386–92.CrossrefPubMed

35.
Dan AEB, Thygesen TH, Pinholt EM. Corticosteroid administration in oral and orthognathic surgery: a systematic review of the literature and meta-analysis. J. Oral Maxillofac. Surg. Off. J. Am.Assoc.Oral Maxillofac. Surg. 2010;68:2207–20.Crossref

36.
de Lima VN, Lemos CAA, Faverani LP, Santiago Junior JF, Pellizzer EP. Effectiveness of corticoid Administration in Orthognathic Surgery for edema and Neurosensorial disturbance: a systematic literature review. J Oral Maxillofac Surg. 2017;75(1528):e1521–1528.e1528.

37.
Rohdewald P, Möllmann H, Barth J, Rehder J, Derendorf H. Pharmacokinetics of Dexamethasone and its phosphatester. Biopharm Drug Dispos. 1987;8

38.
Walther A, Böttinger B. Anaphylaktoide Reaktionen in der Prähospitalphase. Internist. 2004;45

39.
Ring J, Grosber M, Möhrenschlager K, Brockow K. Anaphylaxis: acute treatment and management. Chem Immunol Allergy. 2010;95:201–10.CrossrefPubMed

40.
Silva AC, O'Ryan F, Poor DB. Postoperative nausea and vomiting (PONV) after Orthognathic surgery: a retrospective study and literature review. J Oral Maxillofac Surg. 2006;64:1385–97.CrossrefPubMed

41.
Henzi I, Walder B, Tramèr M. Dexamethasone for the prevention of postoperative nausea and vomiting: a quantitative systematic review. Annest Analg. 2000;90:186–94.Crossref




OEBPS/sidebar.gif





OEBPS/A13005_2017_153_Fig1_HTML.gif
Assessed for eligibility (n= 50)

"] + Declined to participate (n= 0)

Excluded (n= 8)
+ Not mesting inclusion criteria (n= 8 )

+ Other reasons (n= 0)

Randomized (n=42 )

L 2

Allocated to intervention (n= 21)
+ Received allocated intervention (n=21)
+ Did not receive allocated intervention (n=0)

v

Allocated to intervention (n= 21 )
+ Received allocated intervention (n= 21)
+ Did not receive allocated intervention (n=0 )

v

Lost to follow-up (give reasons) (n=0)

Discontinued intervention (n=0 )

Lostto follow-up (give reasons) (n=4, follow-up
by dentist because of long distance )

Discontinued intervention (n=0)

Analysed (n= 21)
+ Excluded from analysis (n=0 )

Analysed (n=17)
+ Excluded from analysis (n=0 )






OEBPS/cc-by.png
() _®





OEBPS/A13005_2017_153_Fig3_HTML.gif





OEBPS/contact.gif





OEBPS/A13005_2017_153_Fig5_HTML.gif
BSSO

160,00

140,00

120,00
100,00

80,00

swellingin mi

60,00
40,00

20,00

000 control-group

study-group

14th day

= study-group  ® control-group.






OEBPS/A13005_2017_153_Fig2_HTML.gif





OEBPS/A13005_2017_153_Fig4_HTML.gif
60,00

50,00

40,00

30,00

swelling in ml

20,00

10,00

000 control-group

study-group
Sth day.

14th day

=study-group  ® control-group






OEBPS/A13005_2017_153_Fig6_HTML.gif
Bimaxillary osteotomy

control-group

T — study-group

14th day

 study-group ® control-group






