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Clinical Group

Abstract
Cleft lip and palate (CLP) is the most common congenital facial anomaly. About 70% of all the CLP 

cases and 50% of cleft palate only fall within non-syndromic pathologies. The purpose of this report 
was to show the clinical management of initial obturator therapy from birth to 3 months. The obturator 
was fabricated from the conventional orthodontic acrylic materials with cold polymerization (OrtoPoli, 
Polident, Slovenia). For successful treatment of cleft lip and palate patients, during the planning of 
prosthetic therapy one should take into consideration the deformation of maxillary segments\, as well 
as the disproportion between the upper and lower jaw alveolar ridge. Well planned prosthetic therapy will 
result in satisfactory function and aesthetics of a cleft palate patient.
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Introduction

Cleft lip and palate (CLP) is the most common congenital 
facial anomaly. Its incidence varies according to epidemiologic 
studies but is usually between 1 and 1.82 for each 1000 births 
[1]. CLP is a congenital deformity that is associated with 
maxillary sagital and transverse discrepancies [2,3]. In addition 
to skeletal discrepancies; this deformity is often accompanied 
by dental abnormalities, such as hypodontia, hyperdontia, and 
transpositions [4,5].

About 70% of all the CL/P cases and 50% of cleft palate 
only fall within non-syndromic pathologies. All the other cases 
are linked to cardiac, limb, ophthalmological syndromes and 
other. The manifestation of the disease (syndromic and non-
syndromic) have been linked to some defects of grow factors 
and their receptors [6], such as FGF8 and FGFR1 genes. TGF 
is another family gene involved in the formation of the oral 
cleft, in particular: TGF3, with the inactivation of its receptor 
TGF3R2 [7], and the inactivation of BMP7 [8,9].

CLP patients might suffer from unfavourable smile 
aesthetics and low self-esteem, leading mainly to diffi culties 

in social interactions. The treatment for patients with CLP 

is challenging because of the diffi culties inherent in the 

deformity, the necessity of interdisciplinary involvement, and 

the need for good patient cooperation. The results might still 

be limited even if all of these challenges can be overcome [10].

The purpose of this report was to show the clinical 

management of initial obturator therapy from birth to 3 

months. 

Case Report

Baby with female gender and diagnosis 

Cheilognathopalatoschisis was one and half month when 

her mother and her grandparents come to the Department 

for preventive and pediatric dentistry and Department for 

orthodontics, University Dental Clinic Centar- Skopje (Figure 

1). They were sent to our department from the University 

Clinic for facial, jaws and neck surgery. Girl was the fi rstborn 

of related, healthy young parents with an unmarkable family 

history. Baby was born after a normal pregnancy by caesarean 

section at the 37th gestational week and delivery with birth 

weight 2060 gr and body length 45 cm. Apgar score was 8/9 

at 5/10 minutes, respectively. During the visit of department, 

the baby was accompanied by the mother and grandparents. 

The parents were young and of Gipsy origin and without proper 

medical documentation. The mother is younger than 18 years 

old. Her pregnancy was ended by caesarean section at the 37th 

gestational week. The mother was born in Podujevo, Republic of 

Kosovo and along with her juvenile daughter have been granted 

legal asylum for humanitarian or subsidiary protection.
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Individual tray was made by wax plate (Dentaurum, 
Germany). Impression was made with appropriate tray and 
alginate irreversible hydrocolloid material (Hydrogum soft, 
Zhermack, Lot. 246967, Italy) (Figures 2,3). The infant was held 
upright during the impression process to prevent aspiration 
of excess material. A stone model is then produced (Figure 
4).Casts were prepared using hard dental stone. Тhe technician 
who makes orthodontic appliances, including the obturators 
must block out excessive undercuts with modeling dough or 
wax. Modeling dough is preferred because it is easy to remove 
from the fi nished prosthesis. The obturator was fabricated 
in the conventional orthodontic acrylic materials with cold 
polymerization (OrtoPoli, Polident, Slovenia). Тhe technician 
pour a mixture of soft, autopolymerizing acrylic resin into the 
cleft to level of the palate. This will provide retention for the 
prothesis by gently contouring into the available undercuts. 
Model has to be place in a warm, moist environment to cure 
for 20 minutes. Clinical doctor have to add autopolymerizing 
acrilic resin to the palate using a “salt and pepper” method, 
making sure the acrylic resin extends well into the mucobuccal 
fold area. In the fi nal stage the appliance was trimmed and 
polished (Figure 5). The mother and grandparents were told to 

wait several hours, and the obturator was given and placed on 
the baby’s mouth the same day (Figure 6).

Figure 2: Taking of impression with alginate material.

Figure 1: Child with cleft lip and palate on the left side.

Figure 3: The impression should exhibit good anatomic detail with coverage of the 
entire maxillary arch.

Figure 4: Stone models.

Figure 5: Trimming and polishing of the acrylic orthodontic device.
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Disscusion

Today it is very important to understand that that cleft of 
lip and palate always results in a defi ciency of tissue and not 
in a mere displacement of normal tissue and is followed by an 
important anatomical disruption of the lip muscles, especially 
orbicularis muscle. Nowadays despite signifi cant advances in 
cleft lip and palate treatment, anatomical controversies still 
remain. Some authors proposed that the width of the cleft is 
due to alveolar segmental displacement, while other suggest 
that the width is due to a palate-alveolar hypoplasia [11,12].

In unilateral cleft lip and palate, the orbicularis muscle 
is interrupted. Its fi bers are atrophic and run upwards and 
parallel to the edge of the cleft, and are inserted at the base 
of the columella medially and at the nasal wing laterally 
(Figure 1). During oral function feeding, crying, smiling etc., 
the columella on the non-affected side and the nasal wing on 
the cleft side are stretched in opposite directions, increasing so 
the width of the cleft. The columella is displaced to the normal 
side and the nasal wing on the cleft side is displaced laterally, 
posteriorly, and inferiorly, thus increasing nasal deformity.

The aim of the plate is to stabilize this ideal relationship 
to prevent segments displacement. Left untreated, the 
asymmetrical action of the muscles on the two segments ends 
in the “collapse” of the lateral alveolar segment. During the 
time the interposition of the tongue in the cleft worsens their 
reciprocal displacement and have a severe impact on arch form 
and facial growth. 

 In principle, the lip and palate clefts occur more frequently 
on the left side of the face. In our case, baby was with lip and 
palate cleft of the left side. Cleft lip and palate together account 
for approximately 50% of all cases, whereas isolated cleft lip 
and isolated cleft palate each occur in about 25% of cases. An 
alginate impression of the infant’s maxillary arch is made with 
a modifi ed stock tray, ideally, this is accomplished as soon after 
birth as possible. Appropriate emergency equipment, including 
forced oxygen, suction, and standard airway management 
equipment, should be available during the impression process. 

The impression should exhibit good anatomic detail with 
coverage of the entire maxillary arch.

Pediatric problems of cleft lip and palate

Based on previous research it has been established that 
children with clefts of lip and palate are more susceptible to 
some diseases than children without them.

Nutrition

The fi rst problem occurs as soon as the baby is born when it 
needs to be fed. These babies cannot suck, because they are not 
able to vacuum during a sucking act. Mothers are advised that 
if it is possible to keep their milk as long as possible and feed 
the baby with their milk through a spoon or cucumber. Then 
the baby should be kept as upright as possible and kept slower, 
otherwise if the child lays more air, the food returns through 
the nose, more often vomits, and progresses poorly.

Also, children with lip and palate cleft are with increased 
risks to have more infections of the upper and lower respiratory 
tract due to inhalation of unheated and unfi ltered air.

Diseases of the middle ear are more common among the 
children with lip and palate cleft. Infections are transmitted 
from the throat.

Therapy of cleft of lip and palate

Multidisciplinary approach or team work is essential for 
success in the treatment of those patients. Who enters the 
team?

The therapy of cleft lip and palate is very serious, complex, 
long-lasting. It starts immediately after birth within the 
largest number of children, and ends mostly with complete 
cessation of growth and development, after all therapeutic 
and corrective interventions. The implementation of therapy 
must be multidisciplinary, which means that a specialized 
consultation is needed for the treatment of inborn and acquired 
deformities, which guarantees adequate and timely observation 
and treatment of such patients. There should be a whole 
team of experts of various specialties in which the dentist 
is also involved: phoniatrist , audiologist, speech therapist, 
psychologist, social worker.

Dentists of various specialties

• Radiologist

• Pediatric dentist

• Endodontist

• Periodontologist

• Orthodontics

• Oral surgeon

• Maxillofacial surgeon

Figure 6: Acrylic orthodontic device.
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• Plastic surgeon

• A prostodontist 

For the parents consciousness that they received a child 
with a lip and palate cleft is very shocking and pose a serious 
psychological blow to parents. This can negatively affect the 
relationship of the parent to the newborn and, consequently, 
the outcome of the treatment. The duty of the surgeon, as the 
head of the whole team, is to discern parents in relation to 
their sense of guilt over the existing anomaly, to explain to the 
parents the goal and the way of treatment, in order to establish 
adequate cooperation with parents, which ultimately improves 
the outcome of the treatment.

Orthodontic therapy starts in the fi rst 48 hours after the 
birth of the child with making an acrylic orthodontic device. 
This device has a multiple role:

- facilitates the feeding of a child by making a defect of the 
defect and separating the nose from the mouth of the 
cavity, and thus allows sucking;

- brings the language into a normal position, allowing 
normal development of speech at a later age;

- Helps in the orientation of the alveolar segments of the 
upper jaw to the optimum position before surgery,

- Contributes to achieving a benefi cial psychological effect 
in parents, positive communication between the child 
and the parent.

In our case report, parents relatively late brought their baby 
to make an acrylic orthodontic device, mostly and probably 
because they did not have proper medical documents.

As far as pre-surgical orthopedic therapy is concerned, 
there are contradictory opinions:Тhе opponents believe 
that primary surgery should give an anatomical basis for 
orthodontic therapy, not vice versa. However, often the scar 
tissue that remains after surgery precisely prevents normal 
maxilla growth.

The supporters highlight the following benefi ts:

• bringing maxillary segments into a better position for 
each other

• narrowing the split and reducing tissue defi ciency helps 
feed, and therefore the progression of the baby

• Proper voice formation

Conclusion

The effect of infant orthopaedics on maxillary arch has 
been a subject of debate for many years, but controversy about 
justifi cation of the use of the nasoalveolar molding appliance 
still exists. Advocates of infant orthopaedics claim that the 
presurgical orthopaedic plate molds the alveolar segments into 
a better arch form and that with this action the dentomaxillary 
development would be improved [13,14]. Opponents of this 

therapy claim that lip surgery alone has the same effect 
and that presurgical orthopedic plate is only an expensive 
appliance used to comfort the parents by starting treatment 
at the earliest possible moment [15,16]. the For successful 
treatment of cleft lip and palate patients, during the planning 
of prosthetic therapy one should take into consideration the 
deformation of maxillary segments, eventually residual palatal 
defects, as well as the disproportion between the upper and 
lower jaw alveolar ridge. Well planned prosthetic therapy will 
result in satisfactory function and aesthetics of a cleft palate 
patient.
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