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Whistling Deformity Correction and Journal Review- Our

Experience
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Department of Oral and Maxillofacial Surgery, College of Dentistry, Seoul National Unjversity

Most cleft lip closures do not correct the alignment of the orbicularis oris muscle fibers, so that
often vertically oriented fibers are sutured side to side. Then , the common secondary deformity
in the orbicularis oris muscle show up diastasis allowing distortions in the lip during puckering
and whistling. The whistling deformityoccurs frequently after reconstruction of the bilateral cleft
lip, especially when the patient's prolabium is small.

Despite of the advance in technique of primary closure, whistling deformity may appear and the
correction of whistling deformity was advanced.

So we present techniques of secondary correction of the whistling deformity and comparisons of
each technigues.
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