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Distraction osteogenesis in patients with complete cleft lip and
palate

JK Yi*, CH Park, JI Na, JS Jeong, HM Koo, MY Eom, MS Song
Dept, of Oral and Maxillofacial Surgery, Gachon University, Gil Medical Center,

Patients with cleft lip and palate usually show up maxillary hypoplasia, In these cases, a
large amount of maxillary advancement is often needed to correct the severe deformity, but
local soft—tissue scars around the maxilla restrict maxillary advancement and increase the
relapse rate, Maxillary distraction osteogenesis is an effective method for facial and
occlusal improvement in these patients, By gradually lengthening both the bones and the
soft tissues, distracted midface can greatly increase postoperative stability and decrease
the relapse rate, However, the maxillary extraoral appliances of the early days used were
esthetically unappealing as well as difficult for the patient to manage, Recently, more
inconspicuous intraoral distraction appliances have been developed and used with success,
We acquired favorable result in two patients(bilateral 1 patient and unilateral 1 patient)
with severe maxillary hypoplasia secondary to complete cleft lip and palate were treated
with midface distraction using internal distractor (Z rich Pediatric Maxillary Distractor,
KLS Martin, Tuttlingen, Germany), So, we report our experience with literatures,
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Il. Patients and Methods
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Surgical Methods
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Cephalometric Analyses
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Case No, Case 1 Case 2
Patient Y O O (bilateral cleft lip & palate) J O O (unilateral cleft lip & palate)
Distraction | Forward | Downward Total Forward | Downward Total

distance | movement | movement | distraction Relapse movement | movement | distraction Relapse

of Maxilla | of Maxilla | distance ratg at A of Maxilla | of Maxilla | distance ratg at A

Tostge | @ | o | o | "% am | am | o | PO
Tl - TO 9.3 3.2 9.8 - 81 14 8.2 -
T2 - Tl -15 -1.2 2.7 19 0.9 -14 17 20
T3 -T2 -0.1 0 -0.1 1 18 -0.4 18 42
Dl\s;;r;at;tred 0.5° clockwise rotation during distraction 3.5 counter-clockwise rotation during distraction

» The magnification ratio of cephalometric radiographs was corrected to 100%.
+ Pre-OP(T0); Postdistraction(T1); Postconsolidation(T2); 1.5 years follow-up(T3)
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IV. Discussion
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