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Case history

A 24 year old female patient came with a compliant of incompetent
lips, gummy smile and forwardly placed upper front teeth to the SIBAR institute of dental
sciences, Takkellapadu, Guntur. On examination we found Angle class I malocclusion, Canine

classll, overjet 17 mm, overbite 8mm, gummy smile.

Surgical procedure (Anterior maxillary osteotomy { Cupar technique})

The procedure is carried out under general anaesthesia . Upper first premolars are extracted
on either side .Standard Cupar incision was given from first premolar to premolar .The
mucoperiosteum is elevated through this incision to expose the anterior wall of the maxilla.
Horizontal osteotomy from one side of incision to opposite side was done. Palatal tunneling was
done from the extraction socket. Superior and posterior repositioning was done and fixed with 2
mm “L” shaped plate. Suturing was done .No operative and postoperative complications were

observed.



Discussion

The first report of an anterior segmental anterior maxillary osteotomy (ASMO) was published by
COHN-STock in 1921. After a transverse incision in the palatalmucosa, he made a wedge-
shaped ostectomy palatal to the anterior teeth. A greenstick fracture was then created at the
ostectomy site, and the anterior maxilla was retracted. The anterior segment, however, relapsed
within 4 weeks. Since then, the method has been developed and refined .The biologic process of
healing of various modifications of this osteotomy has been studied in experimental models.
Currently, mainly three variations of ASMO are used; the Wassmund, Wunderer,and
downfracture methods.

When the Wassmund method is used, the anterior maxillary segment derives its blood supply
from both the facial and the palatal gingiva, as no flaps are raised. The planned osteotomy sites
are reached by tunneling under the mucoperiosteum.

The Wunderer method involves a palatal flap raised by means of a transverse incision of the
palate. The anterior osteotomy is made after tunneling, leaving the buccal blood supply intact Is.
In the downfracture method, on the other hand, a buccal flap is raised, and the palatal osteotomy
is made after tunneling, leaving the palatal blood supply intact.

The usual indications for ASMO are excessive vertical or anteroposterior development of the
maxillary alveolar process in patients where the relationships between the posterior teeth are
acceptable. When superior repositioning of the anterior part of the maxilla is the primary
objective, the downfracture method is usually recommended, while the Wunderer method is

more practical for posterior repositioning.



The main advantage of the Wassmund method is the excellent postoperativeblood supply,

and this technique is recommendedby some authors for all cases other than those requiring

superiorrepositioning.

We corrected maxillary prognathism with anterior maxillary osteotomt(Cupar technique).No

operative and postoperative complications are cencounterd
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