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Abstract- Most often in the posterior of the mandible of patients who need implants, the inferior 
alveolar nerve (IAN) is too high to insert the implants, and the surgeons have to reposition IAN. In 
conventional techniques (to make the windows in the buccal aspect of the mandible) removal of the 
corticocancellous bone may cause weakness of the mandible. Here we present a new technique in which 
the bone is removed to a lesser extent and the IAN is best protected by the curet. This new technique is 
called the guard technique. As a primary report, evaluation of 11 patients (who were treated by this 
technique) is reported. There were few complications and IAN function was preserved in all patients. 
The mean time which the patients had temporary anesthesia was 7.3 days and the mean time that 
complete function of the nerve was returned was 3.3 months. Meanwhile the surgeon should also make 
an effort to make surgery and osteotomy far from the IAN. Most of the surgeons always avoid involving 
the IAN in a mandibular surgery; therefore, sometimes, they have to replace the IAN. Primary results of 
the new technique are promising. 
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INTRODUCTION 

 
The preservation of the inferior alveolar nerve 

(IAN) in a mandibular surgery depends on the skill 
of surgeon. The surgeon should make an effort to 
perform surgery and osteotomy far from the IAN. 
When it is not possible, they have to reposition the 
IAN.  

Repositioning of IAN is necessary in the 
following cases: a) in the orthognathic surgeries such 
as lower border shaving (1) and total mandibular 
subapical osteotomy (2); b) in the preprosthetic 
surgery (3), c) inserting implant in the posterior of 
the mandible (4-6), d) in the anastomosis and 
repairing of a disrupted IAN (7), and e) the 
preservation  of  IAN  in  the  cancer  surgery  in  the  
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posterior of the mandible (8).  
Most of the studies related to the repositioning of 

IAN are available on inserting implants. If the height 
of the mandibular body is too low to insert the 
implant, one of the following procedures must be 
chosen: first, augmenting the ridge with the bone 
graft and the vestibuloplasty in the next surgery; 
second, repositioning of IAN. First method usually is 
not chosen, because it causes many problems such as 
hospitalization, taking bone graft, long term 
treatment and the risks of bone graft. Because it can 
be performed locally, the second method is an 
appropriate way and is more acceptable for the 
patients.  

In this regard, most of the techniques that have 
been presented in the reference books and articles 
include making windows in the buccal aspect of the 
mandible, taking it by corticotomy with         
osteotome and also removing some cancellus bone 
(Fig. 1).  

Here we present a new technique called the guard 
technique which is easier to perform and has less 
complications. 
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Fig. 1. Conventional technique to inferior alveolar nerve 
repositioning. 
 
 

MATERIALS AND METHODS 
 

After preparing the patient in usual ways and 
local anesthesia (includes IAN, lingual and long 
buccal block), a vertical incision is made in the site 
of the canine tooth; it is followed by the crestal 
incision and continued to the side of the second 
molar. If it is necessary, another vertical incision is 
made in the end of the crestal incision. Then the 
mental nerve can be separated from the bony 
foramen by a small current with a width of 1.5-2 
millimeter. Then the curet is plunged into the 
mandibular canal in the proximal direction. In fact, 
the curette will be put between the bone and the 
nerve. Above mentioned procedure is done to protect 
the nerve. When the curette is plunged into the canal, 
the corticocancellous bone can be removed by a 
small round bur (Fig. 2, 3).  
In this procedure, the buccal bone can be removed 
about 2 to 3 mm, then the curette again will be 
plunged into the canal and this procedure can be 
repeated along the canal. Even if we want to replace 
the nerve easily, we can widen the groove more by 
using a wider curet or by replacing vertically the first 
curet. Now, the IAN can be separated, therefore, we 
can bring it cut from canal. If it is necessary to 
release the IAN completely, we can separate the 
continuation of the nerve in the distal side of mental 
foramen (which runs to anterior part of the 
mandible) (Fig. 4). Then the implants will be 
inserted, and the IAN can be returned in to this bony 
groove (Fig. 5). Since the IAN is protected by the 
curette, this technique was called the guard 
technique. 
 

 

 
Fig. 2. Inserting the curet to the mental foramen in modified 
technique. 

 

 
Fig. 3. Plunging the curet into the canal. 

 

 
Fig. 4. Bony groove and released nerve are seen (A small 
green cloth is put under the nerve). 
 

 
Fig. 5. Good primary stability for implants will be gained in 
the guard technique. 
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RESULTS 
 

This technique has been used and tried on 11 
patients so far (Fig. 6). The mean age of our patients 
was 45.3 years. Two cases have been done to shave 
the lower border of mandible and the rest 9 cases 
have been done to insert implants, as shown in table 
1. 

There were few complications and IAN function 
was preserved in all patients. The mean time which 
the patients had temporary anesthesia was 7.3 days 
and the mean time that complete function of the 
nerve was returned was 3.3 months.  
 

 
DISCUSSION 

 
As mentioned before, repositioning of IAN has 

been used more frequently during insertion of 
implants. In these cases, a technique should be used 
which is faster and more harmless. In previous 
techniques, it has been suggested to make the 
windows in cortical bone and remove the cancellus 
bone that seems the corticocancellous bone has been 
removed more than necessary that causes weakness 
of the mandible, also removing cancellus bone with 
rongeur and any guard for IAN is dangerous, and 
always using osteotome and mallet under local 
anesthesia is unpleasant for patients.  

 

 
Fig. 6. The panoramic image shows the line of radiolucency 
due to bone removed and position of the fixtures. 
 
 

In the beginning of the guard technique, surgeon 
must have patience. But after inserting the curette 
into the canal, rest of the procedures should be 
continued rapidly. It is important to protect IAN and 
avoid it from the curette pressure. Osteotome and 
mallet are not used in this guard technique and this 
technique is performed easily under the local 
anesthesia. The bone removal is less which is one of 
the basis aims and strategies in the atrophic 
mandible.  

Primary results of the new technique are 
promising but further studies must be done. 
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Table 1. Demographic data of 6 month evaluation of IAN function in 11 patients treated by the Guard technique 
No Sex Age E.L or B.L N.R Indication TA (Day) CF (Month) 
1 M 46 B.L IMP 8 2.5 
2 F 53 E.L IMP 6 3 
3 M 64 B.L IMP 9 3.5 
4 F 25 E.L L.B.S 12 4 
5 M 60 E.L IMP 8 3.5 
6 M 39 B.L IMP 6 3 
7 M 38 B.L IMP 7 3 
8 F 49 B.L IMP 7 3.5 
9 M 24 E.L L.B.S 13 4.5 
10 F 57 B.L IMP 8 3.5 
11 F 44 E.L IMP 7 3 

Abbreviations: EL, Epsilateral; BL, Bilateral; NR, Never Release; IMP; Implant L.B.S lower border shaving; TA, Temporary Anesthesia of I.A.N; 
CF, Time that complete function of the nerve was returned. 
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