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ABSTRACT
Objective. Patients with a skeletal Class III malocclusion and maxillary deficiency can be 
treated successfully using a combined protraction facemask and maxillary expansion 
appliance. Recent studies suggested that alternate rapid maxillary expansions and 
contractions (Alt-RAMEC) can open the circumaxillary sutures more extensively than 
conventional rapid maxillary expansion. The purpose of this pilot study was to evaluate 
clinically the difference in the extent of maxillary protraction when combined with 
either 7 weeks of Alt-RAMEC or 1 week of rapid maxillary expansion. Methods. Eighteen 
consecutive patients with such malocclusion treated between 2006 and 2008 with 
either Alt-RAMEC/protraction or rapid maxillary expansion/protraction were included in 
this study. Lateral cephalometric radiographs were used to evaluate skeletal and dental 
changes. Results were compared with a group of untreated Class III subjects who were 
matched for age, sex, and craniofacial morphology. Data were analyzed using analysis 
of variance and t tests. Results. Significant forward movement of the maxilla (SNA) was 
noted in the Alt-RAMEC (1.4 [±standard deviation, 2.0]º) and rapid maxillary expansion 
(2.1±0.7º) groups as compared to the controls (-0.6±1.9º). This, combined with downward 
and backward rotation of the mandible, contributed to the correction of the anterior 
crossbite and molar relationship. After taking the growth changes into account, significant 
differences between the two expansion protocols were only found with respect to the 
position of the lower molars. Conclusions. These preliminary data suggest that Alt-RAMEC 
alone does not increase the amount of forward movement of the maxilla. Other factors 
such as patient age, the duration the facemask is worn, and treatment duration need to be 
considered in future studies.
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Introduction

Patients having a Class III malocclusion may present with an anterior crossbite and/or 
a Class III molar relationship. Proclination of mandibular incisors and retroclination of 
maxillary incisors can result in posturing of the mandible in an anterior position due to 
incisal interference. This condition is known as pseudo-Class III malocclusion. Individuals 
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with a true skeletal Class III malocclusion present with either 
a midface deficiency and/or mandibular prognathism 1. It has 
been reported that a significant percentage of the skeletal 
Class III malocclusion cases are due to maxillary retrusion 2,3. 
The incidence of Class III malocclusion among Chinese and 
other Asian populations can be as high as 14% 4,5.

Treatment of mixed dentition using the protraction 
facemask in conjunction with rapid maxillary expansion 
(RME) was successful in correcting skeletal Class III 
malocclusions with maxillary deficiency 6-8. In young 
patients, the circumaxillary sutures are patent, and opening 
of these sutures with orthopedic force can facilitate forward 
movement of the maxilla. Rapid maxillary expansion has been 
postulated as a means of disarticulating the maxilla from the 
surrounding bones connected by circumaxillary sutures 9,10. 
The goal of combining RME with maxillary protraction was to 
facilitate the forward movement of the maxilla 11-13. Studies 
have shown that the average extent of maxillary protraction 
with 1 week of RME was about 1.5 to 3.0 mm over a period of 
8 to 12 months 14-18. However, the circumaxillary sutures start 
to interlock or interdigitate during pubertal growth, making 
them difficult to protract in older patients 19. It was suggested 
that alternate rapid maxillary expansions and contractions 
(Alt-RAMEC) can increase the amount of maxillary protraction 
and result in a shorter period of protraction 20-22. An animal 
study suggested that 5 weeks of Alt-RAMEC opened both the 
sagittal and coronal circumaxillary sutures more extensively 

than 1 week of RME 23. The purpose of this study was to 
clinically evaluate the difference in the degree of maxillary 
protraction when combined with 7 weeks of Alt-RAMEC or 
1 week of RME.

Methods

Eighteen patients with Class III malocclusion and maxillary 
deficiency treated consecutively between 2006 and 2008 
were included in the study. The inclusion criteria included 
patients with mixed dentition and maxillary deficiency and 
an ANB angle of <0o. Patients with craniofacial anomalies 
were excluded from the study. Nine patients were treated 
with Alt-RAMEC and protraction, and the other nine by RME 
and protraction. 

The mean (±standard deviation) age of patients at the 
start of treatment was 8.6±1.2 years for the RME group, and 
8.5±1.2 years for the Alt-RAMEC group. The mean (±standard 
deviation) cervical vertebrae maturation (CVM) stage at the 
start of treatment was 1.3±0.5 and 1.2±0.4 for the RME and 
Alt-RAMEC groups, respectively. There were no significant 
differences between the age when treatment was started 
and the CVM stage of the two experimental groups. The 
craniofacial morphology of the two groups at the start of 
treatment is shown in Table 1, and revealed no significant 
differences. The control group consisted of untreated Class 
III patients who were matched for sex, age, and craniofacial 

Table 1	 Comparison of craniofacial morphology (starting form) in patients treated by the double-hinged expander (alternate 
rapid maxillary expansions and contractions [Alt-RAMEC]) and Hyrax expander (rapid maxillary expansion [RME]) *

Landmark Alt-RAMEC group RME group

SNA 79.0o (3.5o) 78.7o (3.7o)

SNB 79.2o (2.9o) 79.4o (2.7o)

ANB -0.2o (2.4o) -0.8o (2.2o)

Mandibular plane (SNL-ML) 34.9o (4.5o) 35.1o (4.0o)

Occlusal land (SNL-OLs) 20.9o (4.0o) 23.1o (3.9o)

Palatal plane (SNL-NL) 5.8o (3.6o) 6.8o (3.3o)

Lower face (ANS-Me) 67.3o (3.5o) 61.2o (3.1o)

Maxillary incisal angle (Is/SNL) 98.6o (10.5o) 102.5o (11.0o)

Mandibular incisal angle (Is-SNL) 84.9o (9.5o) 89.5o (9.2o)

Overjet -1.7 (2.5) mm -2.7 (2.1) mm

Overbite 2.1 (2.8) mm 3.4 (2.7) mm

Molar relationship -3.8 (2.3) mm -3.1 (2.8) mm

*	 Data are shown as mean (standard deviation); all were not statistically significant
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morphology.

Hyrax expansion appliance

The Hyrax rapid palatal expansion appliance was constructed 
by using bands on the posterior teeth (Figure 1). Bands 
were fitted on the upper second deciduous molars and on 
the upper permanent first molars. The bands were soldered 
to heavy wires (0.045 inch) which were connected to a 
jackscrew that centered along the midline of the maxillary 
palate. Bilaterally, a 0.045-inch wire was soldered to the 
buccal aspects of the molar bands, and extended anteriorly 
to the canine area. This buccal wire had a curve at the canine 
area so that elastics could be used to connect the appliance 
to a protraction facemask. Over a 1-week period, the patients 
activated the appliance twice daily (one turn in the morning 
and one in the evening; with each turn the jackscrew was 
widened 0.25 mm).

Double-hinged expansion appliance

The double-hinged expander (Figure 2) was used in the 
Alt-RAMEC protocol for greater anterior displacement 
of maxilla. The expansion appliance consisted of two 
rotational hinges posteriorly, a jackscrew in the center, 
and 0.051-inch wires attached to the appliance 22. When 
activated, the double-hinged expander rotated each half 
of the maxilla outward via the two hinges. This allowed 
for expansion that entailed forward rotation of the maxilla 
with a reduced likelihood of bone resorption behind the 
maxillary tuberosities 20-22. Bands were fitted on the primary 

second molars and permanent first molars and soldered 
to the jackscrew, which was positioned perpendicular to 
the intermaxillary suture. Bilaterally, a 0.045-inch wire was 
soldered to the buccal aspects of the molar bands, and 
extended anteriorly to the canine area. This buccal wire 
had a curve at the canine area so that elastics could be 
used to connect the appliance to a protraction facemask. In 
some cases, a lingual wire (0.045 inch) was soldered to the 
molar bands and extended to the cingulum of the maxillary 
incisors (to increase anchorage control).

Alternate rapid maxillary expansions and 
contractions protocol
 
The Alt-RAMEC protocol was designed to loosen the 
sutures that connect the maxilla to the surrounding bones 
via rapid expansion and contraction on an alternating 
weekly basis 20,21. For this study, a 7-week protocol was 
used. The maxilla was expanded or contracted 1 mm 
per day (two turns in the morning and two turns in the 
evening). The amount of expansion was checked after the 
first, second, and fifth week. The mobility of the maxilla 
was checked before proceeding to maxillary protraction. 
The maxilla could be clinically examined for mobility by 
holding patients’ head with one hand and rocking the 
anterior segment of the maxilla up and down with the 
other hand.

Protraction facemask

The Petit protraction facemask (Ormco Corporation, 

Figure 1	 Hyrax expander with protraction hooks Figure 2	 Double-hinged expander with protraction hooks
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Glendora [CA], USA) is a one-piece construction with 
adjustable forehead padding, adjustable chin cup, and an 
adjustable anterior bar. The adjustable components of the 
protraction facemask and appropriate positioning of the 
anterior bar (to which elastics were attached to both right 
and left sides) allowed for proper positioning of the chin cup 
for comfort upon both opening and closing of the mandible. 
To avoid an opening of the bite as the maxilla was protracted, 
the elastics were attached near the maxillary canines with 
a downward and forward pull of 30 degrees to the occlusal 
plane. A Correx gauge (Haag-Streit, Bern, Switzerland) was 
used to measure the elastic force on both the Alt-RAMEC and 
the RME patients, to ensure that approximately 380 grams of 
force was generated on each side. Patients were instructed 
to wear the protraction facemask for 10 to 12 hours per day, 
which included night-time wear.

Cephalometric analysis

To evaluate treatment changes, lateral cephalograms 
were obtained before treatment (T1) and 6 months after 
protraction facemask therapy (T2). The mean (±standard 
deviation) treatment interval for the RME and Alt-RAMEC 
groups was 8±2 months and 9±3 months, respectively. 
A Class III removable functional appliance was used 
as a retainer to maintain the Class III correction after 
protraction facemask treatment. For the control group, 
serial lateral cephalometric radiographs of untreated 
Class III subjects were taken 6 months apart for growth 
evaluation (t1 and t2).

The cephalometric system used was described by 
Bjork 24 and Pancherz 25. The landmarks used are defined 
in Figure 3. All radiographs were traced on acetate paper. 
Analysis of the sagittal and dental changes was recorded 
along the occlusal plane and to the occlusal plane 
perpendicular (OLp) from the first cephalogram, which 
formed the reference grid of all the sagittal and vertical 
measurements. The grid was then transferred to the 
second cephalogram by superimposing the tracing on the 
midsagittal cranial structure. All sagittal measurements 
were assessed and recorded twice with electronic calipers. 
The extent of dental changes that occurred within the 
maxilla and mandible were calculated to determine the 
skeletal and dental contributions to the overjet and molar 
relationship corrections.

Statistical methods

The arithmetic mean and SD were calculated for each 
cephalometric variable. The JMP statistical software on a 
Macintosh computer was used to analyze the data. The 
intraclass correlation coefficient of reliability (R) was used 
to analyze cephalometric measurements. The R value could 
range from 0 to 1; any value greater than 0.90 indicated high 
reliability and was calculated according to the following 
formula:

R=(MSA-MSE)/MSA+[(k-1) MSE]

In this formula MSA represented the mean square error 
among all the variables, MSE the mean square error between 
the variables, and k the number of repeated measures. The 
R values for all sagittal, vertical, angular and superimposition 
errors were found to be greater than 0.90.
 

A 3x2 analysis of variance was used to determine 
significant differences in dentofacial morphology between 
the three groups during the two periods (T1 and T2). The 
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analysis
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Tukey-Kramer multiple comparison test was used post-hoc 
for comparison of pairs. Significant levels were set at p<0.05, 
p<0.01, and p<0.001.

Results

Table 2 shows the sagittal, vertical, and angular changes 

with growth and treatment for the Alt-RAMEC, RME, 
and control groups. Significant differences were found 
between the Alt-RAMEC and the control groups for the 
variables OLp-B pt, OLp-Pg, Ii/OLp, overjet, Mi/OLp, molar 
relationship, Is-NL, SNA, ANB, and SNL-ML. Significant 
differences were found between the RME and the control 
groups for the variables OLp-A pt, OLp-B pt, OLp-Pg, Ii/

Table 2	 Sagittal, vertical, and angular changes with growth and treatment in the double-hinged expander (Alt-RAMEC), Hyrax 
expander (RME), and control (C) groups *

Variable Alt-RAMEC RME Controls Pairs showing significant 
difference

Sagittal (skeletal) [mm]

OLp-A pt 1.8 (0.9) 2.6 (1.4) 0.6 (0.9) C, RME †

OLp-B pt -1.2 (1.7) -0.6 (1.5) 1.5 (1.7) C, RME; C, Alt-RAMEC †

OLp-Pg -1.1 (1.9) -0.5 (1.8) 2.0 (2.2) C, RME; C, Alt-RAMEC †

Sagittal (dental) [mm]

Is/OLp 3.3 (2.1) 3.2 (2.2) 1.3 (1.9) -

Ii/OLp -2.0 (2.3) -1.5 (2.6) 1.8 (2.0) C, RME; C, Alt-RAMEC †

Overjet 5.2 (2.1) 4.7 (2.9) -0.5 (0.9) C, RME; C, Alt-RAMEC ‡

Ms/OLp 2.1 (1.2) 3.4 (2.1) 1.6 (1.5) -

Mi/OLp -1.3 (1.4) 1.1 (1.9) 2.0 (2.0) RME, Alt-RAMEC; C, Alt-RAMEC †

Molar relationship 3.4 (1.6) 5.5 (2.0) -0.5 (0.9) C, RME; C, Alt-RAMEC ‡

Vertical (skeletal) [mm]

N-A pt 0.5 (1.4) 0.1 (1.1) 1.6 (1.1) C, RME §

ANS-Me 1.3 (2.4) 3.1 (2.3) 1.9 (1.7) -

Vertical (dental) [mm]

Is-NL 0.1 (1.1) 0.9 (0.6) 2.2 (1.6) C, Alt-RAMEC †

Ii-ML 1.9 (1.2) 2.6 (3.5) 1.5 (0.7) -

Overbite -0.1 (1.7) -1.3 (3.1) 1.9 (1.1) C, RME §

Msc-NL -0.02 (2.1) 1.2 (0.9) 1.5 (1.1) -

Mic-ML 0.7 (1.4) 1.4 (1.2) 1.0 (0.9) -

Angular (skeletal) [o]

SNA 1.4 (2.0) 2.1 (0.7) -0.6 (1.9) C, RME; C, Alt-RAMEC †

SNB -1.1 (0.9) -1.0 (1.4) 0.3 (1.7) -

ANB 2.6 (1.9) 3.6 (2.2) 0.1 (1.4) C, RME; C, Alt-RAMEC †

SNL-ML 1.6 (0.5) 1.7 (0.5) -0.2 (0.5) C, RME; C, Alt-RAMEC §

SNL-OLs -0.2 (1.2) -1.5 (2.6) 1.1 (2.6) -

SNL-NL 0.0 (2.7) -0.5 (1.5) -0.2 (2.8) -

Angular (dental) [o]

Is/SNL 5.5 (5.5) 4.7 (6.6) 0.2 (6.2) -

Ii/ML -1.3 (5.9) -3.2 (6.8) -0.2 (6.3) -

*	 Values are expressed as mean (standard deviation), unless otherwise specified
†	 p<0.01
‡	 p<0.001
§	 p<0.05
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contributions to the changes in overjet and molar 
relationship in the two experimental groups. To truly 
appreciate the treatment effects of the appliance, the 
changes due to growth (control group) were subtracted 

OLp, overjet, molar relationship, N-A pt, overbite, SNA, 
ANB, and SNL-ML.

Figures 4 and 5 show the dental and skeletal 
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from the treatment changes. Significant differences 
between the Alt-RAMEC and RME groups were only noted 
for forward movement of the lower molars (Mi/OLp). 
Figures 6 and 7 show the dental and skeletal contributions 
to the overbite changes in the Alt-RAMEC and RME groups. 
Notably, no significant differences between the two 
experimental groups were encountered.

Discussion

The method of cephalometric analysis used in this study was 
based on the one by Pancherz 25. The errors of most variables 
were within acceptable limits for treatment changes and 
therefore considered reliable. It has been shown that the 
identification error for different cephalometric landmarks 

0.9

3.1

2.6-3.2

1.4

1.2

-0.5

-1.5

1.7

(a) RME group

Overbite: -1.3

4.7

2.2

1.9

1.5-0.2

1.0

1.5

-0.2

1.1

0.2

(b) Control group

Overbite: 1.9

0.2

-1.3

1.3

1.2-3.0

0.4

-0.3

-0.3

-2.6

1.9

(c) Difference

Overbite: -3.1

4.5

Figure 7	 Mean dental and skeletal contributions to overbite changes in the rapid maxillary expansion (RME) and control groups (°)



   Hong Kong Dent J Vol 6 No 2 December 2009    79

Alternate maxillary expansion and contraction on maxillary protraction

can vary widely. However, Tng et al. 26 performed a study on 
human skulls in which they took a series of cephalograms 
with reference steel ball markers glued on the skulls to 
represent the ‘true’ skeletal and dental landmarks. These 
were then compared with another series of cephalograms 
without steel ball markers, in order to check the accuracy of 
the sagittal and vertical landmarks. No significant differences 
were noted between the two series of cephalograms, both 
for sagittal and vertical landmarks. Thus, the Pancherz’s 
method 26 of analyzing the sagittal and vertical landmarks 
on a cephalogram can be considered accurate.

In this study, the design of the appliance, 
anchorage device, treatment duration, force magnitude 
and direction were standardized so as to minimize the 
number of variables to be interpreted when reviewing the 
data. Maxillary protraction was initiated on patients with 
mixed dentition and a skeletal age between CVM stage 
1 and 2. Takada et al. 27 reported that the forward maxillary 
displacement with protraction is more favorable before 
or during acceleration of a child’s pubertal growth 
spurt.

Significant differences were found between 
the treated and control groups for the variable SNA. 
Regarding the forward/backward movement of the upper 
jaw, the maxilla was found to move forward 1.4º in the Alt-
RAMEC and 2.1º in the RME groups compared with -0.6º 
in the control group. Haas 13 demonstrated that maxillary 
expansion alone can produce a slight forward movement 
of A pt along with a slight downward movement of the 
maxilla. Furthermore, the maxilla is articulated with nine 
other bones of the craniofacial complex, and so palatal 
expansion can help to initiate a cellular response, which 
helps to disarticulate the maxilla from the craniofacial 
complex and facilitate maxillary protraction 21. The 
benefits of using rapid palatal expansion appliances 
in conjunction with maxillary protraction have been 
extensively documented in the literature 7,14,15,18,22,28-35. 
The average forward movement of A pt varied between 
1.5 and 3.0 mm over a period of 8 to 12 months 14,16,18. 
Liou 21,22 was able to attain an average of 5.8±2.3 mm 
forward movement of A pt through the use of the Alt-
RAMEC protocol along with a double-hinged expander. In 
the current pilot study, the average forward movement of 
A pt with the Alt-RAMEC protocol was only 1.8 mm. The 

main difference between the two studies was the number 
of hours of maxillary protraction per day. In our study, 
patients were asked to wear the protraction facemask 
for 10 to 12 hours/day. In the studies by Liou 21,22, a 
protraction spring was used which provided 24 hours/day 
of orthopedic protraction.

In the current study, when compared with the control 
group, treatment with the protraction facemask produced 
a backward movement of the mandible and the chin point. 
The mandible moved back 1.2 mm in the Alt-RAMEC group 
and 0.6 mm in the RME group, compared with a forward 
movement of 1.5 mm in the control group. Studies have 
shown that a counterclockwise tipping of the palatal plane 
and extrusion of the maxillary molar can result in a downward 
and backward rotation of the mandible 5,8,14,15,18,33,34,36,37. This 
explains the difference in the changes in the mandibular 
base (OLp-B pt) and chin position (OLp-Pg) between the 
treatment and control groups.

Dentally, a mean overjet change of 5.2 mm was 
found with the Alt-RAMEC group and 4.7 mm in the RME 
group, compared with -0.5 mm in the control group. This 
was contributed by a forward movement of the maxilla, 
backward and downward rotation of the mandible, as well 
as proclination of the maxillary incisors and retroclination 
of the mandibular incisors. Similar skeletal and dental 
contributions to overjet correction were reported in 
other studies 14,15,18,21,22,30,31,33-35,38. The molar relationship 
was corrected towards a Class I relationship. The average 
change in molar relationship was 3.4 mm in the Alt-
RAMEC group and 5.5 mm in the RME group (Figures 4 
and 5), compared with -0.5 mm in the controls. Significant 
differences between the two treatment groups were only 
found for the position of the mandibular molar (Mi/OLp). 
Again, in determining the amount of molar correction, 
skeletal and dental changes are taken into consideration 
because the downward and backward movement of the 
mandible changes the position of the measuring points 
associated with the sagittal variables OLp-Pg, Ii/OLp, and 
Mi/OLp, making them more negative.

As for the vertical changes, significant differences 
were encountered between the Alt-RAMEC group and the 
controls for the eruption of the maxillary incisors (0.1 vs 2.2 
mm). A possible explanation is the difference in proclination 
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of the incisors between the Alt-RAMEC (5.5o) and the control 
groups (0.2o). This may have been due to the difference in the 
design of the expander. The double-hinged expander has a 
lingual bar that extends forward and touches the maxillary 
incisors’ cingulum area.

 
Compared with the controls, the RME group had 

significantly less downward movement of the maxilla 
(N-A pt, 1.6 vs 0.1 mm). Thus, it can be concluded that with 
treatment, the RME group experienced more forward and 
less downward movement of the maxilla, which is opposite 
to the pattern for growth in the controls.

In addition, significant differences in overbite were 
found between the RME and the control groups. A mean 
decrease in overbite was encountered in the RME group 
(-1.3 mm), while an increase in overbite (1.9 mm) was 
found in the controls. Interestingly, the Alt-RAMEC 
patients did not experience a significant change in 
overbite (-0.1 mm) compared with the controls. Maxillary 
protraction together with vertical eruption of the 
maxillary and mandibular molars may have contributed 
to the decrease in overbite in the RME group.  There 
were no significant changes in molar eruption (Msc-NL 
and Mic-ML) with the Alt-RAMEC group. Baik 37 reported 
1.6 mm of mean maxillary molar extrusion and 1.7 mm 
of mean mandibular molar extrusion, when a banded-
type rapid palatal expander was used in connection with 
protraction facemask over a period of 6 months. However, 
protraction treatment without expansion can also result 
in molar extrusion as noted by Takada et al. 27, who found 
significant molar extrusion of greater than 1.8 mm in pre- 
and mid-pubertal patients.

Hata et al. 39 showed that protraction of the maxillary 
arch causes an anterior rotation and forward movement of 
the maxilla, unless a downward vector of the protraction 
force was also used. This was related to the point of force 
application on the maxilla. In the present study, protraction 
of the maxilla at the maxillary canine region with a 30o 
average downward vector during a 6-month period of 
protraction facemask therapy did not produce a significant 
change in the palatal plane.

 
Results in the present study suggest that treatment 

of a skeletal Class III malocclusion at an early age, when 

the maxillary suture has not interlocked, can be beneficial 
to the patients. Clinically, both treatment groups showed 
improvement in Class III malocclusion when compared 
with the controls. The RME group appeared to have 
had a little more success, possibly due to a difference 
in patient compliance with regard to wearing the 
facemask for a requested period of 10 to 12 hours daily. 
Significant differences between the Alt-RAMEC and RME 
groups were found with respect to the movement of 
mandibular molars (Mi/OLp) after subtracting changes 
due to growth. This was because the RME group had 
more vertical and mesial molar movement than the Alt-
RAMEC group. Hence, the former group also experienced 
a decrease in overbite compared with the latter. A 
bonded expansion appliance has been shown to reduce 
molar eruption during maxillary expansion, possibly due 
to the splinting effect as well as the occlusal bite-plate 
effect of the bonded expander 40. Patients who exhibit a 
skeletal openbite tendency may benefit from expansion 
with an acrylic bite plate.

 
The success and failure of orthopedic treatment 

of children with skeletal Class III malocclusion is 
substantially dependent on patient compliance and 
growth potential. As observed, Alt-RAMEC did not attain 
as much overjet correction as the RME, primarily because 
patients using the former reported only wearing the 
facemask for an average of 8 to 10 hours per day, instead 
of the prescribed 10 to 12 hours/day. However, it should 
be noted that the Alt-RAMEC patients did show marked 
improvement in Class III malocclusion within the first few 
months of protraction, possibly due to the loosening of 
the maxillary sutures.

Conclusions

Significant sagittal and vertical changes were 
encountered with both expansion protocols when 
compared with the controls. The correction of anterior 
crossbite and molar relationship were due to a forward 
movement of the maxilla and a downward and backward 
rotation of the mandible. The RME group exhibited more 
forward movement of the maxilla, but the changes may 
have been due to the higher level of compliance in 
this group compared with the Alt-RAMEC group. These 
preliminary data suggest that Alt-RAMEC alone does 



   Hong Kong Dent J Vol 6 No 2 December 2009    81

Alternate maxillary expansion and contraction on maxillary protraction

References

1.	 Ngan P. Treatment of Class III malocclusion in the primary and 
mixed dentitions. In: Bishara SE, editor. Textbook of orthodontics. 
Philadelphia: W.B. Saunders Co.; 2001: 377-81.

2.	 Guyer EC, Ellis EE 3rd, McNamara JA Jr, Behrents RG. Components 
of class III malocclusion in juveniles and adolescents. Angle 
Orthod 1986;56:7-30.

3.	 Ellis E 3rd, McNamara JA Jr. Components of adult Class III 
malocclusion. J Oral Maxillofac Surg 1984;42:295-305.

4.	 Irie M, Nakamura S. Orthopedic approach to severe skeletal Class 
III malocclusion. Am J Orthod 1975;67:377-92. 

5.	 Ishii H, Morita S, Takeuchi Y, Nakamura S. Treatment effect of 
combined maxillary protraction and chincap appliance in 
severe skeletal Class III cases. Am J Orthod Dentofacial Orthop 
1987;92:304-12.

6.	 McNamara JA Jr. An orthopedic approach to the treatment 
of Class III malocclusion in young patients. J Clin Orthod 
1987;21:598-608.

7.	 Turley PK. Orthopedic correction of Class III malocclusion with 
palatal expansion and custom protraction headgear. J Clin 
Orthod 1988;22:314-25.

8.	 Ngan P, Wei SH, Hägg U, Yiu CK, Merwin D, Stickel B. Effect of 
protraction headgear on Class III malocclusion. Quintessence Int 
1992;23:197-207.

9.	 Gardner GE, Kronman JH. Cranioskeletal displacements caused 
by rapid palatal expansion in the rhesus monkey. Am J Orthod 
1971;59:146-55.

10.	 Starnbach H, Bayne D, Cleall J, Subtelny JD. Facioskeletal and 
dental changes resulting from rapid maxillary expansion. Angle 
Orthod 1966;36:152-64.

11.	 Staffenberg DA, Wood RJ, McCarthy JG, Grayson BH, Glasberg 
SB. Midface distraction advancement in the canine without 
osteotomies. Ann Plast Surg 1995;34:512-7.

12.	 Tung TH, Robertson BR, Winograd JM, Mullick T, Manson PN. 
Successful distraction osteogenesis across a growing cranial 
suture without an osteotomy. Plast Reconstr Surg 1999;103:362-
70.

13.	 Haas AJ. Palatal expansion: just the beginning of dentofacial 
orthopedics. Am J Orthod 1970;57:219-55.

14.	 Williams MD, Sarver DM, Sadowsky PL, Bradley E. Combined rapid 
maxillary expansion and protraction facemask in the treatment 
of Class III malocclusions in growing children: a prospective long-
term study. Semin Orthod 1997;3:265-74.

15.	 Vaughn GA, Mason B, Moon HB, Turley PK. The effects of maxillary 
protraction therapy with or without rapid palatal expansion: a 
prospective, randomized clinical trial. Am J Orthod Dentofacial 
Orthop 2005;128:299-309.

16.	 Alcan T, Keles A, Erverdi N. The effects of a modified protraction 
headgear on maxilla.  Am J Orthod Dentofacial Orthop 
2000;117:27-38.

17.	 Smith SW, English JD. Orthodontic correction of a class III 
malocclusion in an adolescent patient with a bonded RPE 
and protraction face mask. Am J Orthod Dentofacial Orthop 
1999;116:177-83.

18.	 Ngan P, Yiu C, Hu A, Hägg U, Wei SH, Gunel E. Cephalometric and 

occlusal changes following maxillary expansion and protraction. 
Eur J Orthod 1998;20:237-54.

19.	 Melsen B. Palatal growth studied on human autopsy material. A 
histologic microradiographic study. Am J Orthod 1975;68:42-54.

20.	 Liou EJ, Tsai WC. A new protocol for maxillary protraction in 
cleft patients: repetitive weekly protocol of alternate rapid 
maxillary expansions and constrictions. Cleft Palate Craniofac J 
2005;42:121-7.

21.	 Liou EJ. Effective maxillary orthopedic protraction for growing 
Class III patients: a clinical application simulates distraction 
osteogenesis. Prog Orthod 2005;6:154-71.

22.	 Liou EJ. Toothborne orthopedic maxillary protraction in Class III 
patients. J Clin Orthod 2005;39:68-75.

23.	 Wang YC, Chang PM, Liou EJ. ����������������������������������   Opening of circumaxillary sutures 
by alternate rapid maxillary expansions and constrictions. Angle 
Orthod 2009;79:230-4.

24.	 Bjork A. The face in profile: an anthropological x-ray investigation 
of Swedish children and conscripts. Lund Berlingska boktrycheriet 
1947;40:58.

25.	 Pancherz H. The mechanism of Class II correction in Herbst 
appliance treatment. A cephalometric investigation. Am J Orthod 
1982;82:104-13.

26.	 Tng TT, Chan TC, Hägg U, Cooke MS. Validity of cephalometric 
landmarks. An experimental study on human skulls. Eur J Orthod 
1994;16:110-20.

27.	 Takada K, Petdachai S, Sakuda M. Changes in dentofacial 
morphology in skeletal Class III children treated by a modified 
maxillary protraction headgear and a chin cup: a longitudinal 
cephalometric appraisal. Eur J Orthod 1993;15:211-21.

28.	 Mucedero M, Baccetti T, Franchi L, Cozza P. Effects of maxillary 
protraction with or without expansion on the sagittal pharyngeal 
dimensions in Class III subjects. Am J Orthod Dentofacial Orthop 
2009;135:777-81.

29.	 Kama JD, Ozer T, Baran S. Orthodontic and orthopaedic changes 
associated with treatment in subjects with Class III malocclusions. 
Eur J Orthod 2006;28:496-502.

30.	 Cha KS. Skeletal changes of maxillary protraction in patients 
exhibiting skeletal Class III malocclusion: a comparison of three 
skeletal maturation groups. Angle Orthod 2003;73:26-35.

31.	 Saadia M, Torres E. Sagittal changes after maxillary protraction 
with expansion in Class III patients in the primary, mixed, and 
late mixed dentitions: a longitudinal retrospective study. Am J 
Orthod Dentofacial Orthop 2000;117:669-80.

32.	 Pangrazio-Kulbersh V, Berger J, Kersten G. Effects of protraction 
mechanics on the midface. Am J Orthod Dentofacial Orthop 
1998;114:484-91.

33.	 Ngan PW, Hägg U, Yiu C, Wei SH. �����������������������  Treatment response and 
long-term dentofacial adaptations to maxillary expansion and 
protraction. Semin Orthod 1997;3:255-64.

34.	 Ngan P, Hägg U, Yiu C, Merwin D, Wei SH. ����������������  Soft tissue and 
dentoskeletal profile changes associated with maxillary 
expansion and protraction headgear treatment. Am J Orthod 
Dentofacial Orthop 1996;109:38-49.

35.	 Baccetti T, McGill JS, Franchi L, McNamara JA Jr, Tollaro I. Skeletal 

not increase the amount of forward movement of the 
maxilla. Other factors including the age of patients, the 

duration of facemask wear, as well as treatment duration 
need to be considered in future studies.



82   Hong Kong Dent J Vol 6 No 2 December 2009

Do-deLatour et al

effects of early treatment of Class III malocclusion with maxillary 
expansion and face-mask therapy.  Am J Orthod Dentofacial 
Orthop 1998;113:333-43.

36.	 Macdonald KE, Kapust AJ, Turley PK. Cephalometric changes after 
the correction of class III malocclusion with maxillary expansion/
facemask therapy. Am J Orthod Dentofacial Orthop 1999;116:13-
24.

37.	 Baik HS. Clinical results of the maxillary protraction in Korean 
children. Am J Orthod Dentofacial Orthop 1995;108:583-92.

38.	 Tortop T, Keykubat A, Yuksel S. Facemask therapy with and without 
expansion. Am J Orthod Dentofacial Orthop 2007;132:467-74.

39.	 Hata S, Itoh T, Nakagawa M, et al. Biomechanical effects of 
maxillary protraction on the craniofacial complex. Am J Orthod 
Dentofacial Orthop 1987;91:305-11.

40.	 Sarver DM, Johnston MW. Skeletal changes in vertical and 
anterior displacement of the maxilla with bonded rapid 
palatal expansion appliances. Am J Orthod Dentofacial Orthop 
1989;95:462-6.


