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Hemifacial Microsomia (HFM) is the second most prevalent congenital craniofacial malformation after cleft lip and palate.

ABSTRACT

10 years, with anorthodontic - surgical focus.

It is an alteration in the spectrum that mainly affects the structures derived from the first and second branchial arch,
compromising structures as the jaw, orbit, external and middle ear, facial nerve and soft tissues. It presents a variable
phenotypic expression, affecting from only one structure, to some cases in which severe alterations of multiple organs have
been observed. Because of this, treatment depends mainly on the structures involved, the patient’s age and the severityof
these alterations. The aim of this paper is to present a case of unilateral hemifacial microsomia treated and monitored for
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Introduction.

Hemifacial Microsomia (HFM) corresponds to a congenital
condition in spectrum that affects the development of the
structures derived from the first and second branchial arch. It
is the second most prevalent craniofacial malformation, after
cleft lip and palate, with an estimated incidence of 1/5600 live
births (LB)®. Being an anomaly in spectrum, it presents a great
phenotypic and severity variation of the alterations that pre-
sents the committed structures®.Some of there structures are
commited, being 5 the most affected:

1. Orbit: MainlyOrbital Dystopia (Alteration in position)©.

2. Jaw: The main affected structure. It can present an asym-
metric development caused by hypoplasia, which ranges
from a mild decrease in body size or mandibular branch
to no branch condyle and coronoid fossa on the affected
side“?. A classification used in these patients is Pruzansky’s
amended by Kaban, which describes the different degrees
of severity in the jaws compromised (Table No. 1).

3. Pinna( pabellon auricular): From mild microtia to anotia in
correlation with facial deformity. You can also find malpo-
sition of the ear, preauricular tags of skin and cartilage and
commitment of the middle and inner ear.

4. Facial Nerves: Commitment facial nerve, in a lesser extent
trigeminal and hypoglossalcommitment.

5. Soft Tissue: Deficiency of facial soft tissue, subcutaneous
tissue, macrostomia, masticatory muscle hypoplasia, facial
clefts and velopharyngeal insufficiency® .

It is generally accepted that the ideal treatment for these pa-
tients is through multidisciplinary teams, where a variety of
specialists allow assess and treat integrally each of the alter-
ations of the patient, according to the degree of severity that
are affected the different structures, taking into account the
expectations of the patient and his family(10). The aim of this
paper is to present the case of a patient treated as orthodon-
tic-surgical, with a follow up of 10 years.

Case report.

Female patient, 12 years old, diagnosed with right hemifacial
microsomia type Ill (According to Kaban), which is derivedto
an orthodontics and maxillofacial surgery team of the Luis
CalvoMackenna Hospital (HLCM). No other morbid history.
Among her surgical history, she went through a surgery for
macrostomia and right costochondral graft for branch, at 6
years old which had an overgrowth and caused a severe man-
dibular lateral deviation. Presents an obvious facial asymmetry
with further development of right side of the jaw, ocular dis-
topia with left eye orbit incaudal position, skeletal Class Ill, in-
verted bite and occlusal plane severely uneven(Figure 2).

The treatment plan contemplated:

¢ |Initial analysis with cephalometric and dental study models.

e Orthognathic surgery; mandibular osteotomy with modi-
fied technique of rib. Orthognathic surgery consisted on Le
fort | osteotomy, bilateral sagittal mandibular osteotomyof
the branch and genioplasty advance. (Figure 4)

e Postsurgical orthodontic treatment(Figure 5).

Discussion

Hemifacial microsomia is a congenital craniofacial malforma-
tion characterized by hypoplasia of tissues derived from the
first and second brachial arch. It affects 70% of thecases uni-
laterally, while in 30% of the cases the compromise is bilat-
eral. There is always one side more affected than the other™
2. Disproportionately it affects the right side to the left at a
ratio of 3: 2; and in the same proportion it affects men and
women,

The event is highly variable between patients according to se-
verity, and mainly affects the jaw, orbital's development and
external ear; as well asit can submit extracranialalterations
that can affects: skeletal, cardiac, renal and gastrointestinal
systems.

Treatment planning depends on the type of malformation
and its severety of it. Generally, transdiscplinary teams per-
form treatment and the main objective is to improve esthet-
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ic and functionality of facial symmetry. Through orthognathic
surgery , plastic surgery and orthodontic surgery, the team
seeks to increase the affected size of the jaw and its associat-
ed soft tissue, creating a functional temporomandibular joint
that allows mobility, laterality and opening in cases where it
is absent, establishing a functional dental occlusion, a facial’s
esthetic improvement and correction of secondary deformities
in the jaw(1 13,

In patients with HCM type Ill, surgical treatment may require
a costochondral graft to shape the hypoplastic mandible®. In
this case, the patient developed a poorly controlled growth of
the graft, which led to further accentuate facial asymmetry,
being necessary to perform a second operation to compensate
for changes caused by this complication of rib grafts, as is the
unpredictable growth graft.

Table No. 1

Classification of Pruzansky amended by Kaban.

| Jaw with normal morphology. but small

Short mandibular branch of abnormal size, glenoid in
1A proper position and functional.

Glenoid in altered position: inferior, medial and
1B anterior position.

Absence of temporomandibular Mandibular Joint
Il (TMJ)

Figure 1: Schematic of the variations that occur in maxil-
lofacial bone growth.

Figure 2: Facial asymmetry with further development of
right side of the jaw, skeletal Class Ill, inverted bite and
occlusal plane severely uneven.

Figure 3: Initial lateral and panoramicradiography.

Figure 4: Post orthognathic surgery images; Orthognathic
surgery consisted on Le fort | osteotomy, bilateral sagit-
tal mandibular osteotomyof the branch and genioplasty
advance.
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Figure 5: Postsurgical orthodontic treatment
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