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• Mandibular	  hypoplasia	  
• Glossoptosis	  
• ±	  Palate	  cle6	  

INCIDENCE 1: 8500    MORTALITY  2.2 ± 26% 
   



DIFFICULT	  BREATHING	  



THE AIRWAY ISSUES 



Mandibular hypoplasia 

PATHOGENIC MECHANISM 

Abnormal position of the tongue 

Cleft palate 

Glossoptosis 



TREATMENT	  GOALS	  	  

1) Breathing 
2) Feeding 
 



TREATMENT	  
Respiratory problems: 
 
International literature provides many treatment options 
 
1)  Prone position 
2)  O2 terapy 
3)  CPAP 
4)  Intubation 
5)  Tongue lip adhesion 
6)  Mandible distraction 
7)  Tracheotomy 
 
 



Feeding problems: 
 
International literature provides different treatment options 
 
1)  Palatal plate 

2)  Gavage 
    Nasogastric tube 

3) Percutaneous 
    endoscopic gastrostomy  

 

TREATMENT	  



TREATMENT	  

	   At	   the	   present	   *me	   there	   are	   no	  
recognised	   interna*onal	   guidelines	  
for	  the	  management	  of	  PRS	  

	  

	  	  	  	  
	  	  	  	  



	  	  	  The	  priority	  in	  severe	  PRS	  is	  to	  resolve	  
respiratory	  and	  feeding	  problems,	  
ensuring	  normal	  growth	  

	  

TREATMENT	  



	  Eleven	  paGents	  with	  severe	  Pierre	  Robin	  sequence.	  
	  	  	  	  	  
	  All	  paGents	  had	  mandibular	  hypoplasia,	  glossoptosis	  and	  palate	  cle6.	  

	  All	  paGents	  had	  severe	  respiratory	  distress	  a6er	  delivery.	  



 

Our	  treatment	  protocol	  in	  severe	  
Pierre	  Robin	  Sequence	  differs	  from	  
others.	  
	  



1) MANDIBULAR HYPOPLASIA: 
DISTRACTION OSTEOGENESIS 
 
2) CLEFT PALATE: 
ORTHOPAEDIC PLATE 
 
 
 
3) CLOSURE OF CLEFT PALATE 
EARLY CLOSURE 
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MANDIBULAR DISTRACTION 



External mandibular distractor  
Intraoral	  approach	  	  	  	  	  
Complete	  osteotomies	  with	  piezosurgery	  
Intraopera(ve	  ac(va(on	  (2mm)	  
Ac(ve	  distrac(on	  3	  days	  a?er	  surgery	  (1,5-‐2mm/day)	  
Callus	  consolida(on	  period	  	  4	  weeks	  
Distractors	  removed	  without	  anesthesia	  
	  
	  

 

MANDIBULAR DISTRACTION 



•  11	  paGents	  with	  severe	  PRS	  underwent	  mandibular	  
distracGon	  	  

•  Age	  at	  surgery	  varied	  from	  12	  to	  100	  days	  (mean	  28	  days)	  

•  DuraGon	  of	  distracGon	  ranged	  from	  8	  to	  14	  days	  (mean	  10	  
days)	  

•  Amount	  of	  distracGon	  varied	  from	  12mm	  to	  22mm	  (mean	  
14mm)	  

RESULTS 



MANDIBULAR DISTRACTION GOALS 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
•  Advances	  the	  base	  of	  the	  tongue	  

•  Enlarges	  the	  hypopharyngeal	  space	  

•  Eliminate	  airway	  obstrucGon	  

•  Avoid	  tracheotomy	  



	  	  	  	  Our	  palatal	  plate	  is	  not	  an	  obturator!	  
	  	  	  	  	  

DISEGNO…	  

ORTHOPAEDIC PLATE  
	  



ORTHOPAEDIC PLATE  
	  	  

	  	  	  	  It	  is	  an	  orthopedic	  device	  which	  is	  used	  to	  flaXen	  the	  palaGne	  vault	  to	  
reposiGon	  the	  tongue	  in	  order	  to	  sGmulate	  mandibular	  protrusion.	  	  	  	  

 



 

1. Filling of the cleft 

2. Redistribution of space in oral cavity with lowering of 
the palatine vault 

3. Re-education of tongue posture 

4.  Improved breathing 

5.  Improved nutrition 

6. Guide for the growth of the palatal processes 

7. Pre-surgical reduction of the cleft 

Leonardo ME, Mantuano MT, Silvestri A. Nuovo inquadramento patogenetico disfunzionale 
e ruolo della terapia funzionale nella sequela di Pierre Robin.                                               

Ortognatodonzia Italiana 2000; 9-3: 339-344. 

ORTHOPAEDIC PLATE  
	  



This	  procedures	  
flaXens	  the	  palatal	  

vault	  that	  is	  a	  desirable	  
goal	  for	  these	  paGents	  

EARLY CLEFT PALATE CLOSURE 

PUSHBACK TECHNIQUE 



PRENATAL	  DIAGNOSIS	  	  

	  	  	  	  Prenatal	  diagnosis	  is	  possible	  from	  20Th	  weeks	  of	  
gesta(on	  by	  ultrasonography	  or	  RM.	  

	  	  	  	  These	  is	  important	  to	  give	  guidance	  to	  parents	  
about	  possible	  respiratory	  distress	  a?er	  delivery.	  

	  



GRAZIE !!! 


