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TREATMENT OF DENTOFACIAL DEFORMITY PATIENT WITH CEREBRAL PALSY

Ki-Ho Kim, Sung-Yeon Park, Choong-Kook Yi
Dept. of Oral & Maxillofacial Surgery, College of Dentistry, Yonsei University

Cerebral palsy(CP) is one of the most common motor disease, due to brain injury during fetal and neona-
tal development which results in neuromotor paralysis and associated neuromuscular symptoms. Features
of CP include motor disability due to the lack of muscle control, often accompanied by sensory disorders,
mental retardation, speech disorders, hearing loss, epilepsy, behavior disorders, etc. There are increasing
chances of treatment of dental patients with cerebral palsy, as the occurrence of CP is increasing with the
decrease in infant mortality and an increase in immature birth and premature birth and also, there is a
trend to pursue of higher quality of life.

Reports on the relationship between CP and maxillofacial deformity are uncommon, but it is well known
that the unbalance and discontrol of the facial muscles, lip, tongue and the jaws leads to malocclusion and
temporomandibular joint disorders, and statistics show that class 2 relationship of the jaws and open bite
is frequently reported. However, it is difficult to perform maxillofacial deformity treatment, which consists
of orthodontic treatment, maxillofacial surgery and muscle adaptation training, due to difficulties in com-
munication and problems of muscle adaptation caused by difficulties in motor control which leads to a high
recurrence rate. This case report is to trearment of maxillofacial deformity in CP patient.

A 26 year old female patient came to the department with the chief complaint of prognathism of the
mandible and facial asymmetry. According to the past medical history, she was diagnosed as cerebral palsy
1 week after birth, classified as GMFC, classll accompanied with left side torticollis. The patient s intelli-
gence was moderate, and there were no serious problems in communication. For two years time, the pa-
tient underwent lingual frenectomy, pre-operation orthodontic treatment and then bimaxillary orthognathic
surgery to treat mandibular prognathism and facial asymmetry followed by rehabilitatory exercise of facial
muscle. After 6 months of follow up, there was a good result.

This is to report to the typical signs and symptoms of DFD in CP patient and the limitation of the usual
method of the treatment of DFD in CP patient with literature review.
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GMFCS Level | GMFCS Level 1

GMFCS Level I GMFCS Level

GMFCS Level V

Fig. 3. GMFCS £% A - “Classifying Cerebral Palsy” H. Kerr Graham, MD, FRACS, J Pediatr Orthop _ Volume 25, Number 1,
January/February 2005

Level | - walk indoors and outdoors and climb stairs without limitation. Perform gross motor skills including running and jumping, but
speed, balance, and co-ordination are impaired.

Level Il - walk indoors and outdoors and climbs stairs holding onto a railing but experience limitations walking on uneven surfaces and
inclines and walking in crowds or confined spaces. Children have at best only minimal ability to perform gross motor skills such as
running and jumping.

Level IIl - Children walk indoors or outdoors on a level surface with an assistive mobility device. Children may climb stairs holding onto
a railing. Children may propel a wheelchair manually or are transported when traveling for long distances or outdoors on uneven ter-
rain.

Level IV - Children may continue to walk for short distances on a walker or rely more on wheeled mobility at home and school and in
the community. Children may achieve self-mobility using a power wheelchair.

Level V - Physical impairments restrict voluntary control of movement and the ability to maintain antigravity head and trunk postures. Al
areas of motor function are limited. Children have no means of independent mobility and are transported.
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