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GIRIS

High angle vakalar total maksiller alveolar
hiperplazi, vertikal maksiller fazlalik,
mandibulada saat yoninde rotasyon ve
artmis  mandibular  duzlem  acisiyla
karakterizedir (1,2). High angle Simif 1
divizyon 1 maloklizyona sahip, biytime
gelisimi devam eden hastalarda ortopedik-
ortodontik tedavi ile basarili sonuclar
alinabilmektedir (3). Erken tedavinin primer
amaclarindan  birisi  vertikal ~ maksiller
biylimeyi kontrol altina alarak mandibulanin
asagiya ve arkaya rotasyonunu engellemek ve
mandibulanin  devam eden biylimesini
mimkin  oldugunca anterior rotasyona
yonlendirmektir  (4). Artmus dik yon
boyutlarinin  kontrolinde  fonksiyonel
apareyler, cekimli sabit tedavi, oksipital
yonli headgear, vertikal cenelik, bite bloklar
ve bunlarin  cesitli  kombinasyonlari
kullanilabilmektedir (4-6).

Biyume gelisimini tamamlamis high
angle Siif 1l hastalarda ise tedavi secenegi
sadece ortodonti ile yapilacak kamuflaj
tedavisi veya ortognatik cerrahi tedavidir (7).
Siddetli malokliizyona sahip hastalarda
kamuflaj tedavisi ile estetik ve fonksiyon
agisindan istenen sonuglara ulasiimasi
mumkiin olmadigindan ideal bir sonug igin
cerrahi tedavi kaginilmazdir (7,9). Cerrahi
prosedirin, temel endikasyonlari,
openbite’in kapatilmasi, asir dis eti gori-
nimiinin dizeltiimesi, dudak kapanisindaki
yetersizligin giderilmesi ve artmis alt yiiz
yuksekliginin azaltilmasi olan maksiller
gobmme ve hastanin ihtiyacina gore
mandibular ilerletme ve/veya genioplastiyi
icermektedir (2,10).

Bu olgu raporunun amaci, siddetli gummy
smile ile birlikte high angle Sinif Il divizyon 1
maloklizyon gosteren ve ortognatik cerrahi
ile tedavi edilen iki olgunun sunumudur.

OLGU 1

Kronolojik yasi 25 yil olan kadin hastanin
klinige basvuru sebebi st cenesinin 6nde
olmasi  ve  dudaklarini kapatmakta
zorlanmasiydi. Hastanin yapilan  klinik
muayenesinde konveks bir yumusak doku
profiline sahip oldugu, alt anterior yiz
yuksekliginin arttigi ve vyetersiz dudak
kapanistyla birlikte ozellikle giilimsemede
asirt dis eti gorinimu oldugu belirlenmistir.

Yilmaz, Ozcirpici, Uckan

INTRODUCTION

High angle cases are characterized by
total maxillary alveolar hyperplasia, vertical
maxillary excess, clockwise rotation of
mandible and increased mandibular plane
angle (1,2). Successful results can be
achieved by orthopedic-orthodontic
treatment in the growing patients having
Class Il division 1 malocclusion (3). One of
the primary aims of early treatment
procedures is controlling vertical maxillary
growth, restrict the posterior and downwards
rotation of mandible and to redirect the
mandibular growth to anterior rotation (4). To
control the increased vertical dimensions,
functional appliances, fixed treatment with
extraction, occipital headgear, vertical chin
cup, bite blocks and the combinations of
these methods can be used (4-6).

In non-growing high angle Class Il
patients only treatment option is camouflage
treatment or orthognathic surgery (7). For
patients with severe malocclusion, desired
esthetic and functional results can not be
achieved with camouflage treatment, so to
achieve ideal results orthognatic surgical
treatment is unavoidable (7-9). Major
indications of surgical procedure are; to close
the open bite, to correct the excessive
gingival display, to overcome the deficiency
of lip closure, to reduce the increased lower
facial height by maxillary impaction and
mandibular advancement and/or genioplasty
(2,10).

The aim of this case report is to present
the treatment of two cases with high angle
Class Il division 1 malocclusion and severe
gummy smile by orthognathic surgery.

CASE 1

Female patient with 25 vyears of
chronological age presented to our clinic
with complaint of maxillary protrusion and
deficiency of lip closure. In clinical
examination, convex soft tissue profile,
increased lower facial height, deficiency in
lip closure, excessive gingival display during
smiling were found. In intraoral examination
Class Il division 1 malocclusion with 10 mm
overjet and 3 mm (25%) overbite were seen

Turkish Journal of Orthodontics 2012;25:155-166
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Agiz ici degerlendirmeye gore Sinif I
divizyon 1 malokliizyona sahip hastanin
overjet'i 10 mm, overbite’t 3 mm (%25)
olarak olctlmustar.  (Sekil 1). Model
olctimlerinde ark boyu sapmalari st cene
icin -1 mm, alt cene icin ise -3,5 mm
hesaplanmistir. Yapilan sefalometrik analiz
sonuclari  degerlendirildiginde  hastanin
mandibular retrognati kaynakli iskeletsel Sinif
2 malokluzyona sahip oldugu gorilmis ve
degerlerinde artig
bulunmustur. Ust kesici dislerin konumlari
normal, alt kesici disler ise retrizivdir (Sekil
2, TabloT).

tum  vertikal  yon

Tedavi Hedefleri

Cerrahi 6ncesi ortodontik tedaviye,
mandibular ilerletme sonrasi olusacak
posterior ¢apraz kapanigin giderilmesi icin,
maksiller ekspansiyonla baslanmasi
dusuntlmastir.  Ardindan  tim  disler
braketlenerek, sabit ortodontik tedaviyle
dekompanzasyon yapilmasi ve daha sonra
ortognatik cerrahi tedavide maksiller gomme
ile mandibuler otorotasyon saglanmasi ve
mandibulada ilerletme yapilmasi, bu sekilde

Turkish Journal of Orthodontics 2012;25:155-166

(Figure 1). The arch length discrepancies

were -1 and -3,5 millimeters in the upper and
When
cephalometric measurements were evalua-

lower arches respectively.
ted, skeletal Class Il malocclusion due to
mandibular retrognathia and increase in all
measurements related to vertical dimensions
were found. Upper incisors were in normal
positions, while lower incisors were retrusive

(Figure 4, Table 1).

Treatment Objectives

Pre-surgical orthodontic treatment was
planed to start with maxillary expansion to
correct the posterior cross-bite, which may
develop after mandibular advancement.
Then brackets were bonded and after
decompensation with fixed orthodontic
treatment, it is planned to achieve
mandibular autorotation due to maxillary
impaction and then to perform mandibular
advancement with orthognathic surgical
treatment. By this way correction of skeletal
Class 2 relationship and vertical maxillary

excess was aimed.

Sekil I. 1.olgunun tedavi
baglangicina ait ag1z ici ve

ag1z dig1 fotograflari.
Figure L. Pre-treatment

intraoral and extraoral

photographs of case 1.

157



155_alev:imuammer 26.12.2012 16:46 Page 158

Tablo I. 1.olgunun tedavi
baslangici (T1), cerrahi dncesi
(T2) ve tedavi bitimine (T3) ait

sefalometrik ol¢timleri.

Table I. Pre-treatment (T1),
pre-surgical (T2) and post-
treatment (T3) cephalometric

measurements of case 1.
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iskeletsel Olgiimler /

Skeletally Measurments T1 T2 T3
SNA (°) 84 84 85
Nperp-A (mm) 2 2 4
Co-A (mm) 79 79 82
SNB (°) 71 70 75
Nperp-Pg (mm) -19 -20 -8
Co-Gn (mm) 116 116 114
ANB (°) 13 14 10
Witts (mm) 9 10 25
GoGn-SN (°) 52 52 48
ANS-Me (mm) 82 83 74
Gonial Agl (°) 140 140 137
Dentoalveoler Olgiimler/

Dentoalveoler Measurments T1 T2 T3
U1-NA (mm/°) 3,5/20 4/15 6/16
U1/PD (°) 113 108 108
L1-NB (mm/9) 10/33 12/29 12/30
L1/MD (°) 88,5 85 85
U1/L1 (°) 113 123 124
Overjet (mm) 10 11 5
Overbite (mm) 3 5 2
Yumusak Doku Olgiimleri /

Soft Tissue Measurments T1 T2 T3
UL-E dogrusu (mm) 5 6 -3
LL-E dogrusu (mm) 7 7 1,5

iskeletsel Sinif 2 iliskinin ve vertikal maksiller
fazlaligin dizeltilmesi planlanmistir.

Tedavi Seyri

Maksiller ekspansiyon icin iki bantl
Hyrax apareyi kullanilmistir. Apareyin vidasi
ilk bir hafta stireyle gtinde iki kez, daha sonra
haftada 3 kez olacak sekilde semirapid
protokolle cevrilmistir (11). Ekspansiyon 2,5
ayda tamamlanmis ve daha sonra alt-st
disler braketlenerek seviyelenmeye
baslanmistir. Bu sirada ekspansiyon apareyi 3
ay kadar pekistirme amaciyla agizda
birakilmistir. Sabit tedavi sirasinda Simif Il
elastikler  kullanarak  dekompanzasyon
saglandiktan sonra 0.017x0.022 inch
kalinliginda paslanmaz celik arklar takilarak
12 ay stiren cerrahi 6ncesi ortodontik hazirlik
tamamlanmistir ~ (Sekil  2).  Ortognatik
cerrahide hastaya Le-Forte 1 kesisi ardindan
10 mm maksiller gomme ve sagittal split
ramus osteotomisiyle 6 mm mandibular

Treatment Progress

Two-banded Hyrax appliance was used
for maxillary expansion. The appliance was
activated with a semi-rapid protocol by
turning the screw twice a day for the first
week then tree times a week (11). Expansion
was completed in 2,5 months and then
brackets were bonded to upper and lower
teeth for leveling. Expansion appliance was
left in place for retention for another 3
months. During fixed orthodontic treatment,
Class Il
decompensation and then 0.017x0.022 inch

elastics were used for
stainless steel arch wires were placed. Pre-

surgical  orthodontic  treatment  was
completed in 12 months (Figure 2). In
orthognathic surgical procedure, 10 mm
maxillary impaction by Le-Forte 1 osteotomy
and 6 mm mandibular advancement by
sagittal  split

performed. After surgery, intraoral Class Il

ramus osteotomy were

elastics were used. Fixed appliances were

Tirk Ortodonti Dergisi 2012;25:155-166
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Sekil II. 1.olgunun cerrahi

Oncesine ait ag1z ici ve ag1z

ilerletme uygulanmistir. Cerrahi sonrasi removed after ideal occlusion was obtained .
o .. . . . dis1 fotograflar1.
hastaya agiz ici  Smif 1l elastikler and upper and lower Essix appliances were
kullandirilmistir. ideal okliizyon saglandiktan used for retention (Figure 3). Total treatment . )
) ) Figure IL. Pre-surgical
sonra ortodontik tedavi tamamlanml§ ve duration was 2 years and 7 months. .
intraoral and extraoral

debondi onrasi hastaya pekistirme
nding - sonrasi sty pekistirm photographs of case 1.

Sekil ITI. 1.olgunun tedavi
bitimine ait ag1z ici ve ag1z

dis1 fotograflar1.

Figure III. Post-treatment
intraoral and extraoral

photographs of case 1.
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Sekil IV. 1.olgunun tedavi
baslangici (a), cerrahi 6ncesi
(b) ve tedavi bitimine (c) ait
sefalometrik ve panoramik
radyograflari. (d) tedavi
baslangici ve bitimine ait
sefalometrik filmlerinin SN
diizlemi iizerinde yapilmig
total cakistirmasi (--: tedavi

oncesi, -- : tedavi sonrasi).

Figure IV. Pre-treatment (a),
pre-surgical (b) and post-
treatment (c) cephalometric
and panoramic radiographs of
case 1. (d) total
superimposition of pre-
treatment and post-treatment
cephalometric radiographs on
SN line (--: pre-treatment,

-- : post-treatment).

160

amaciyla alt-tst essix apareyleri
kullandirilmistir (Sekil 3). Toplam tedavi
stiresi 2 yil 7 aydir.

OLGU 2

Kronolojik yasi 16 yil olan erkek hastanin
sikayeti, dislerinin ve yiiztiniin gortntistinden
memnun olmamasiydi. Klinik degerlendir-
mesinde hastanin konveks yumusak doku
profiline,
gorinimiine ve yetersiz dudak kapanigina
sahip oldugu belirlenmistir. Molar iliskisi Sinif
Il olan hastada 10 mm overjet ve 3,5 mm
(%40) overbite olculmdasttr (Sekil 5). Ark
boyu sapmalari tist cenede -4 mm, alt cenede
-12,5 mm olarak hesaplanmistir. Sefalometrik
degerlendirmesine gore hastanin dik yon
boyutlarinin  arttigi, iskeletsel  olarak
mandibular retrognatiye bagh Sinif 2 oldugu
gortlmdasttr (Sekil 6, Tablo 2).

gilimsemede asirn  dis eti

Tedavi Hedefleri

Oncelikle mevcut caprasikhgin cozilebil-
mesi icin hastanin alt ve st ikinci premolar
dislerini cekilmesine karar verilmistir. Cekim

CASE 2

The main complaint of the male patient
with 16 years of chronological age was the
appearance of his teeth and face. In clinical

examination, convex soft tissue profile,
excessive gingival display during smiling and
deficiency in lip closure were seen. The
patient had Class Il molar relationship with
10 mm overjet and 3,5 mm (40%) overbite
(Figure 5). The arch length discrepancies
were -4 and -12,5 millimeters in the upper
and lower arches respectively.

According to cephalometric measure-
ments, increase in all measurements related
to vertical dimensions and skeletal Class I
malocclusion due to mandibular retrognathia
were found (Figure 8, Table 2).

Treatment Objectives

First of all, extraction of both upper and
lower second premolars were decided to
solve the crowding. After extraction, leveling
of the teeth, to achieve decompensation and

Tirk Ortodonti Dergisi 2012;25:155-166
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Sekil V. 2.olgunun tedavi

baslangicina ait ag1z igi ve

agi1z dis1 fotograflar:.

Figure V. Pre-treatment
intraoral and extraoral

photographs of case 2.

Sekil VI. 2.olgunun cerrahi

sonrasi dislerin seviyelenmesi, dekompanzas- correction of skeletal problem with > cC
yon saglanmasi ve ortognatik cerrahi ile orthognathic surgery was planned. Oncesmeualtaglzlgveaglz
iskeletsel problemin dizeltilmesi planlan- st fotograflar.

mistir.

Treatment Progress Figure VL. Pre-surgical

After extraction of 4 second premolars, ..ot 1 extraoral

Tedavi Seyri . _— . .
y leveling of teeth was initiated with nickel  ,potographs of case 2.

Dort adet ikinci premolarin ¢ekiminin
ardindan dislerin seviyelenmelerine nikel

titanium arch wires. After solving crowding,

Turkish Journal of Orthodontics 2012;25:155-166
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Sekil VII. 2.0lgunun tedavi
bitimine ait ag1z ici ve agiz

dis: fotograflari.
Figure VII. Post-treatment

intraoral and extraoral

photographs of case 2.
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titanyum  ark  telleriyle  baglanmistir.
Caprasiklik  giderildikten  sonra  kalan
bosluklar celik ark telleri tizerinde kapatiimis
ve dekompanzasyon saglamak amaciyla Sinif
Il elastikler kullaniimistir. Cerrahi 6ncesi
sabit ortodontik tedavi 1 yil 8 ay stirmdsttr
(Sekil 7). Ortognatik cerrahide hastaya 6 mm
maksiller sagittal split
osteotomisiyle 6,5 mm mandibular ilerletme
uygulanmustir. Bunlara ek olarak genioplasti
ile hastanin cene ucunda 5 mm vertikal
kisaltma ve 5 mm ilerletme yapilmistir.
Hastanin toplam tedavi stresi 2 yil 2 aydir.
Sabit tedavi sonrasi pekistirme amaciyla
hastaya  alt-st  Hawley  apareyleri
kullandirilmistir (Sekil 8).

gomme, ramus

BULGULAR

Her iki hastada da ortodontik ve cift cene
cerrahi tedavi ile iskeletsel ve dental problem
dizeltilmis, alt anterior yiz yuksekligi
azaltilmig, asiri dis eti gorinimi ve yetersiz
dudak kapanisi giderilmistir (Sekil 4(d), 8 (d)).
Daha dengeli bir yumusak doku profili ve
estetik bir sonug elde edilmistir.

Yilmaz, Ozcirpici, Uckan

stainless steel arch wires were placed and

remained spaces were closed and Class Il
elastics were used for decompensation. Pre-
surgical fixed orthodontic treatment lasted 1
year 8 months (Figure 6). In orthognathic
procedure, 6 mm maxillary
and 6,5

advancement by

surgical
impaction mm  mandibular
split  ramus
With an

5 mm vertical

sagittal
osteotomy were performed.
genioplasty,

reduction and 5 mm advancement of chin

additional

were performed. Total treatment duration was
2 years and 2 months. After fixed treatment,
upper and lower Hawley appliances were
used for retention (Figure 7).

RESULTS

In both patients, skeletal and dental
problems were corrected, lower anterior
facial height was reduced, and excessive
gingival display and deficiency in lip closure
were corrected by orthodontic and
bimaxillary surgical treatment (Figure 4(d),
8(d)). More balanced soft tissue profile and

esthetic results were achieved.

Tirk Ortodonti Dergisi 2012;25:155-166
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TARTISMA

Ust dudagin alt kenari ile st gingival
dis eti
gorinimu olarak tanimlanan gummy smile,
gilis estetigini olumsuz etkilemektedir (12).
Gummy smile etiyolojisinde asiri maksiller
vertikal gelisim, tst dudak kisaligi, labial
elevator kaslarin hiperfonksiyonu, gecikmis
pasif erupsiyon sayilabilmektedir (12,13). Wu
ve ark.(12) gummy
kraniofasiyal  ozelliklerini  inceledikleri
arastirmalarinda iskeletsel Simif 2
malokliizyonla birlikte vertikal biyime
paterninin bu hastalar icin tipik fasiyal
morfoloji oldugunu bildirmislerdir. Retriiziv
mandibula, asirn anterior maksiller yiikseklik,
labiale egimli Gst kesici disler ve (st dudak,
artmis overjet ve overbite bu hastalarin ortak
ozellikleridir. Buytiime potansiyeline sahip bu
tip hastalarda mandibular btyimenin
stimulasyonu  ve  maksiller  vertikal
buytmenin inhibisyonu icin ortopedik tedavi
endikasyonu vardir. Ancak biytime gelisimini
tamamlamis bireylerde mevcut iskeletsel
problemin ancak ortodontik tedaviyle
kamufle edilmesi veya ortodonti-cerrahi

marjin arasinda gorilen asiri

smile hastalarinin

Turkish Journal of Orthodontics 2012;25:155-166

DISCUSSION
Gummy smile described as the excessive

gingival display seen between the inferior
border of upper lip and upper gingival
margin, effects smile esthetics negatively (12).
The etiology of gummy smile might be;
excessive maxillary vertical growth, short
upper lip, hyperfunction of labial levator
muscles, delayed passive eruption (12,13).
Wu et al. (12) reported in their study
investigating craniofacial properties of
gummy smile patients, vertical growth pattern
with skeletal Class Il malocclusion is a typical
facial morphology of these patients. Retrusive
mandible, excessive anterior maxillary
height, labially inclined upper incisors and
upper lip, increased overjet and overbite are
common properties of these patients. In
growing patients orthopedic treatment is
indicated to stimulate the mandibular growth
and inhibit the maxillary vertical growth.
However in non-growing patients skeletal
problem can only fixed by camouflage
treatment or orthodontic-surgical

collaboration (12).

Sekil VIII. 2.olgunun tedavi
baslangici (a), cerrahi 6ncesi
(b) ve tedavi bitimine (c) ait
sefalometrik ve panoramik
radyograflari. (d) tedavi
baslangici ve bitimine ait
sefalometrik filmlerinin SN
diizlemi tizerinde yapilmig
total cakistirmasi (--: tedavi

oOncesi, -- : tedavi sonrasi).

Figure VIIL Pre-treatment (a),
pre-surgical (b) and post-
treatment (c) cephalometric
and panoramic radiographs of
case 2. (d) total
superimposition of pre-
treatment and post-treatment
cephalometric radiographs on
SN line (--: pre-treatment,

-- : post-treatment).
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Tablo II 2. olgunun tedavi
baslangici (T1), cerrahi dncesi
(T2) ve tedavi sonrasina (T3)

ait sefalometrik Sl¢timleri.

Table IL Pre-treatment (T1),
pre-surgical (T2) and post-
treatment (T3) cephalometric

measurements of case 2.

164
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iskeletsel Olgiimler /

Skeletally Measurments T T2 T3
SNA (°) 81 81 84
Nperp-A (mm) 2 2,5 7,5
Co-A (mm) 94,5 94,5 96
SNB (°) 73 73 78
Nperp-Pg (mm) -10 -10 2
Co-Gn (mm) 136 136 134
ANB (°) 8 8 6
Witts (mm) 7 8 1,5
GoGn-SN (°) 44 46 36
ANS-Me (mm) 85 86 81
Gonial Agi (°) 132 132 130
Dentoalveoler Olgiimler/

Dentoalveoler Measurments T1 T2 T3
U1-NA (mm/°) 6/22 6/18 5/15
U1/PD (°) 110 105 105
L1-NB (mm/°) 10/27 8/17 8/22
L1/MD (°) 88,5 85 85
U1/L1 (°) 123 136 135
Overjet (mm) 10 9 2,5
Overbite (mm) 3,5 6 3
Yumusak Doku Olgiimleri /

Soft Tissue Measurments T1 T2 T3
UL-E dogrusu (mm) 1 -1,5 -3
LL-E dogrusu (mm) 3 0 -2,5

ishirligiyle dizeltilmesi mimkin
olabilmektedir ( 12).
Kamuflaj tedavisi planlanan yetigkin

hastalarda caprasiklik durumuna gore, 4
premolar cekimiyle veya alt arkta cekim
ihtiyact olmayan durumlarda, distalizasyon
yerine cogunlukla tst 2 premolar ¢ekimiyle
overjetin duzeltilmesi tercih edilmektedir.
Gummy smile’a sahip, artmis vertikal ytiz
boyutlarina ve/veya kisa tst dudaga sahip
vakalarda kompanzasyon amaciyla tst kesici
retraksiyonu yapilmasi dis eti gorintmdini
daha da arttirmaktadir (14).
guilis estetigi de iyice bozulmaktadir.
Yetiskin hafif Sinif Il vakalarda kamuflaj
basarili bir tedavi secenegi olabilirken
siddetli vakalarda vertikal maksiller fazlalikla
birlikte asin dis ve dis eti gortnimini
diizeltmek icin Le Fort 1
maksiller gomme uygulanmasi en iyi sonucu
saglayacaktir (12,14,15). Bazi calismalar agik
kapanisin ortodonti-cerrahi isbirligi ile

Bu durumda

osteotomi ile

In adult patients who is planned to treat
with camouflage treatment, due to crowding
4 premolars extraction or in situation there is
no need to extraction in lower arch mostly
upper 2 premolars extraction is preferred to
correct overjet rather than distalization. In
cases having gummy smile, increased vertical
facial dimensions and/or short upper lip, with
the aim of compensation upper incisors
retraction results with more gingival display
(14). In this situation smile esthetics will get
worse.

While camouflage treatment can be a
successful treatment option for adult mild
Class Il patients, in severe cases maxillary
impaction by Le-Forte 1 osteotomy will
provide the best results to correct the
maxillary vertical excess and excessive teeth
and gingival display (12,14,15). While some
studies reported the correction of open-bite
with orthodontic-surgical collaboration as

Tirk Ortodonti Dergisi 2012;25:155-166
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dizeltilmesinin uzun doénemde en stabil
yontem oldugunu bildirirken (16,17), Maia ve
ark. (18) 8 yillik takip doneminin ardindan
Sinif -1l alt gruplarinda stabilite yiizdesini
%47.8 olarak bildirmislerdir.

Ortognatik cerrahi uygulanmasina karar
verilen hastalarda vakanin ihtiyacina gore 6
ay ile 2 yil arasinda degisen siirelerde bir
cerrahi oncesi ortodontik tedaviye ihtiyac
duyulmaktadir. Bu dénemde amacg, mevcut
caprasikhigin ¢ozilmesi, dekompanzasyon
ve boylece dislerin uygun
pozisyona getirilmesi ile okltizal catismalarin
giderilmesi ve cerrahi sonrasi stabil bir
oklizyon ve ark koordinasyonunun
saglanabilmesidir (19-22). Ozellikle kesici

saglanmasi

dislerin eksen egimlerinin dizeltilmesi
sadece stabilizasyon icin degil cerrahi
sirasinda istenen maksimum dizeltmenin

saglanabilmesi icin de onemlidir (20).
iskeletsel Sinif 2 bireylerin modelleri Sinif |
kanin iliskisinde manipule edildiginde
dizeltilmesi gereken mutlak bir transvers
yetmezlik oldugu gorilebilir ve bu durum
cerrahi 6ncesinde maksillanin veya maksiller
dislerin genisletilmesiyle duzeltilebilir (23).
Bu durumun aksine Sinif 3 hastalardaki
goreceli transvers maksiler yetmezlik Sinif |
kanin iliskisinde dizelme egilimindedir. Bu
nedenle ortognatik cerrahi tedaviye karar
verirken dogru hasta secimi kadar detayl ve
titiz bir tedavi planinin yapilmasi hem tedavi
basarisi kalicihgi
acisindan buytk 6nem tagimaktadir.

sonucunun hem de

SONUC

Siddetli iskeletsel Sinif 2 iliskiye sahip ve
sagittal probleme belirgin sekilde artmis
vertikal alt yiz yuksekliginin eslik ettigi
olgularda tedavinin ortodonti ve cerrahi
isbirligiyle yapilmasi ile estetik, fonksiyon ve
stabilite acisindan basarili sonuclar elde
edilebilmektedir.

the most stable method in long term (16,17) ,
(18)
percentage as 47.8% after 8 years follow up

Maia et al. reported the stability
in Class I-1l subgroups.

decided to
orthognathic surgery, due to case needs a 6

The patients treat with
months to 2 years pre-surgical orthodontic
treatment period is necessary. The aim of this
period is to correct existing crowding,
achieve decompensation and by this way
with correction of teeth positions, occlusal
interferences are eliminated, stable occlusion
and arch coordination are provided after
surgical procedure (19-22).

Correction of axial inclinations of incisors
is not only important for stabilization but also
is important to obtain desired maximum
correction in surgical procedure (20). When
Class I
manipulated to Class | canine relationship a

skeletal patients’ casts were
transverse deficiency which needs to be
corrected should be observed and this
problem can be solved by expansion of
maxilla or maxillary teeth (23). On the
contrary, in Class Ill patients, relative
transverse maxillary deficiency tends to
improve when casts were manipulated to
Class | canine relationship. Therefore, in
orthognathic surgery decision, not only
patient selection but also detailed and careful
treatment plan is important to achieve

successful and stable treatment results.

CONCLUSION

In cases with severe skeletal Class Il
relationship  and sagittal problem
accompanied by significantly increased

vertical lower facial height, treatment should
be carried out with orthodontic and surgical
collaboration to achieve esthetic, functional
and stable results.
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