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Abstract

Surgical - orthodontic approach to
skeletal class IIT malocclusion

Masahiro YAMASHIRO, Yukiko GOYA, Osamu MIYAZATO
Masanobu TERUYA, Kazuya MOTOMURA and Takashi KINJO

Department of Oral Surgery, College of Health Sciences, University of the Ryukyus

Most of the malocclusions are treated non-surgically by using conventional orthodontic
appliances.

However in some extreme cases of “skeletal class III malocclusion” surgical interven-
tion seems to be mandatory.

We applied curved oblique osteotomy to one of these cases and gained a satisfactory
result.

Presenting a case report here we suggest that for some highly developed skeletal mal-
occlusions surgical - orthodontic approach should be considered.

(Ryukyu Univ. J. Health Sci. Med. 3 (1))



