53_Ruzin:muammer 17.10.2012 16:13 Page 53

OLGU SUNUMU / CASE REPORT

Siddetli Fonksiyonel Yetersizlige Sahip Bilateral
Dudak-Damak Yarikli Hastanin Multidisipliner Tedavisi

Multidisciplinary Treatment of a Patient with Bilateral Cleft
Lip-Palate with Severe Functional Disability

-

Dt. Ruzin UYAR*
Yrd.Dog.Dr. Burgak KAYA*

*Baskent Universitesi, Dis
Hekimligi Fakiiltesi, Ortodonti
A.D., Ankara / *Baskent Univ.
Faculty of Dentistry, Dept of
Orthodontics, Ankara, Turkey

Yazigma adresi:

Corresponding Author:

Dt. Ruzin Uyar

Baskent Universitesi ,Dis
Hekimligi Fakultesi,

Ortodonti Anabilim Dali
Ankara, Turkey

Tel: +90 312 215 13 36
E-posta: rzn_uyar@hotmail.com

Turkish Journal of Orthodontics 2012;25:53-66



53_Ruzin:muammer 17.10.2012 16:13 Page 54

54

GIRIS

Dudak-damak yariklart (DDY) en sik
goriilen konjenital anomalilerdendir (1,2).
Burun, dudaklar, maksiller alveol kemik ve
damak gibi sert ve yumusak dokulari
etkileyerek hem fonksiyonel hem de estetik
problemlere neden olurlar (3,4). Embriyolojik
olarak incelendiginde dudak vyariklari,
hamileligin 30-37. gtinleri arasinda, maksiler
ve lateral nazal progeslerin medial nazal
procesle olmasi gereken flizyonunun
duraklamasi ile olugsmaktadir. Damak
yariklari ise, hamileligin 50-60. gunleri
arasinda palatal raflarin orta hatta ve yatay
dizlemde gerceklesmesi gereken
fizyonunun duraklamasi ile gelismektedir (5).
Guntmiuzde dudak-damak yarikli bebeklerin
dogumdan hemen sonra kontrol altina
alinmasi ve preoperatif  ortopedik
uygulamalardan  sonra  ameliyatlarinin
yapilmasi tercih edilmektedir (6,7). Dogumla
baslayip hastanin  blyime gelisiminin
bitimine kadar devam eden tedavi siirecinde
dudak-damak vyarikli hastalarin, dudak-
damak yarig ekibi olarak adlandirilan, cocuk
doktoru, plastik cerrah, odyolog, ortodontist,
kulak burun bogaz uzmani, pedodontist, dil
ve konusma terapisti/patologu, cocuk
psikologu ve protez uzmanindan olusan bir
ekip tarafindan kontrol altinda tutulmasi
onerilmektedir  (6,7). Ancak maalesef
tlkemizde cesitli nedenlerden dolayi ¢ogu
zaman dudak-damak yarigi ekibi
olusturulamamakta, yarik kapatilarak tablo
dizeltilse de, hastalarda cesitli estetik ve
fonksiyonel problemler devam etmektedir (8).
Komplet bilateral dudak ve damak yarigi olan
hastalarda, nazal septum (izerinde desteksiz
duran premaksilla, aktif dil hareketleriyle 6ne
dogru egim kazanmaktadir (9). Ameliyat
olmamis hastalarda, yarik malformasyon
ozelliklerinin biytime esnasinda da devam
ettigi ve premaksillanin asir  derecede
protriizyon gosterdigi saptanmistir  (10).
Dudak  onarimi  sonrasi  premaksiller
protrizyon hizla azalmaktadir. Ancak
anteroposterior cene iliskisi yas ilerledikge
bozulmakta ve dental ark daralmaktadir.
Ameliyat olan cocuklarda, premaksilla basta
protriizyon gosterirken, eriskin dénemde
retriize olmaktadir (9). Blyime esnasinda
maksiller posterior segmentler hipoplazik,
farinks ise dar kalmaktadir (11).

Celikoglu, Nur, Kilkis, Bayram, Candirli

INTRODUCTION

Cleft lip-palate (CLP) is one of the most
frequently observed congenital anomalies
(1,2). They affect the nose, the lips, hard and
soft tissues such as the maxillary alveolus
bone and the palate and cause both
functional and aesthetic problems (3,4).
When examined in embryological terms, cleft
lip occurs due to discontinuation of the
necessary fusion of maxillary and lateral
nasal processes with medial nasal process
between the 30th-37th days of pregnancy.
Cleft palate, on the other hand, occurs due to
discontinuation of the necessary fusion of the
palatal shelves at the median line and on
horizontal plane between the 50th-60th days
of pregnancy.

Today it is preferred to get newborns with
cleft lip-palate under control right after birth
and to make surgical operation after
preoperative orthopedic treatments (6,7). It is
recommended that during the treatment
process continuing from birth until the end of
development, patients with cleft lip-palate
are maintained under control by a team
called cleft lip-palate team comprised of
pediatricians, plastic surgeons, audiologists,
orthodontists, otorhinolaryngologist,
pediatric dentists, speech
therapists/pathologists, child psychologists
and prosthodontists (6,7). However, in our
country a cleft lip-palate team can
unfortunately not be constituted due to
several reasons. Hence, although the cleft can
be closed and treated, various aesthetic and
functional problems remain (8).

In patients with complete bilateral cleft
lip-palate, the premaxilla standing without
any support on the nasal septum leans
forward with active tongue movements (9). In
patients who have not gone under operation,
it was observed that cleft malformation
characteristics  continue also  during
development and the premaxilla shows
extreme protrusion (10). After lip surgery, the
premaxillary protrusion rapidly decreases.
However, the anteroposterior jaw relation
disrupts by age and the dental arch gets
constricted. In children who have undergone
operation, the premaxilla shows protrusion at
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Cift tarafli yarikta gortilen burun
deformitesi de karakteristik  ozelliklere
sahiptir ve genellikle simetriktir. Kolumella
cok kisa ve bazen direkt olarak burun ucuna
yapistktir. Burun ucu genis ve dizdir. Ala
nazi diz veya ‘S’ seklinde egrilmistir. Alar
taban laterale ve bazen asagiya ve arkaya
deplasedir. Nazal taban yoktur (12).

Dudak-damak yarikli bireylerde gozlenen
fonksiyonel problemlerin en 6nemlilerinden
biri ise ciddi konusma bozukluklardir.
Arastirmacilar  bunun sebebinin yanlis
ameliyat metodu ve konusma egitiminin
yetersizligi oldugunu iddia etmislerdir (13).
Yillar icinde yerlesmis olan bu tip kazanilmis
konusma bozukluklarinin ancak dogru bir
konusma terapisi ile basarili bir sekilde
duzeltilebilecegi belirtilmistir (8). Bu vaka
sunumunda bilateral dudak-damak yarigina
sahip bir hastanin multidisipliner tedavisi
anlatilacaktir.

OLGU SUNUMU

Hastanin Hikayesi ve Teghis

Bilateral komplet dudak-damak yarigina
sahip 12 yasindaki kiz hasta, cigneme ve
konusma fonksiyonlarindaki sorunlar ve
bunlara bagl olarak o6zellikle okul
arkadaslari ile iletisim kurma konusunda
isteksizlik yasamasi sonucu okulunun
rehberlik servisinin yonlendirmesi ile tespit
edilen psikososyal bozukluk sikayetiyle
klinigimize bagvurmustur. Hastadan alinan
anamnezde 1-5 yaslari arasinda 1 kez dudak
ve 3 kez damak onarimi gibi bir dizi
operasyon gecirdigi 6grenilmis, son 2 damak
operasyonunun ilk ameliyatin dizeltilmesi
amaciyla yapildigi saptanmustir.

Hastanin ekstraoral klinik muayenesinde
konveks profil, skar dokusuna bagh olarak
gilimseme zorlugu, asin gergin tst dudak,
diz bir burun ucu ve kolumellanin olmayisi
goze carpmaktadir (Sekil 1). Yapilan intraoral
ve radyografik incelemede hastanin bilateral
komplet dudak-damak yarigina sahip oldugu
belirlenmistir (Sekil 2). Daimi Ust sag ve sol
lateral dislerinin konjenital eksikligi tespit
edilmistir. Hasta karisik dislenme déneminde
olup, her iki tarafta Angle simif 1l molar
iliskiye sahiptir. Yiz orta hattina gore
maksiller orta hat 3 mm solda, mandibular
orta hat ise 1T mm sagda yer almaktadir.
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the beginning but becomes retruded in adult
period (9). During development, the maxillary
posterior segments remain hypoplasic and the
pharynx remains narrow (11).

Nose deformity observed in bilateral clefts
has significant characteristics and is generally
symmetrical. The columella is too short and
sometimes directly attached to the nose tip.
The nose tip is wide and flat. The ala nasi is
flat or inclined in “S” shape. The alar base is
displaced to lateral and sometimes
downwards and backwards. Nasal base does
not exist (12).

One of the most important functional
disorders observed in individuals with cleft
lip-palate is speech disorders. Researches
have suggested that the reason is that wrong
operation methods and insufficient speaking
training (13). It has been indicated that such
acquired speaking disorders that have
established in years can only be successfully
treated with a correct speech therapy (8). In
this case report, the multidisciplinary
treatment of a patient with bilateral cleft lip-
palate is presented.

CASE REPORT

Patient History and Diagnosis

The 12 vyears old female patient with
bilateral complete cleft lip-palate referred to
our clinic with psychosocial disorder
complaint as detected and directed by the
consultancy service of her school as a result
of problems in mastication and speaking
functions and associated reluctance
especially in communication with her friends
at school. It was understood from the
medical history of the patient that she
underwent a series of operations such as 1 lip
and 3 palate correction surgeries between
age of 1 and 5 and the last 2 palate
operations were made to correct the first
operation.

In the extraoral clinical examination of
the patient, it was observed that she had a
convex profile, scar tissue causing difficulty
in smiling, extremely strained upper lip, a flat
nose tip and did not have columella (Figure

1). In the intraoral and radiographic
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Sekil 1. Tedavi bags1 ag1z dist

ve ag1z ici fotograflari.

Figure 1. Intraoral and

extraoral photographs at the

56

beginning of treatment.

Overjet 4 mm, overbite 7 mm’dir. Premaksilla
asirt mobilite gostermektedir. Fonksiyonel
muayenesinde  ise  siddetli  seyreden
velofarengeal yetersizlik oldugu gozlenmistir.
Sefalometrik degerlendirmede ANB acisinin
14°, Nperp-A mesafesinin +5 mm, Nperp-Pg
mesafesinin -9 mm, GoGn/SN acisinin 29°,
st keserlerin asiri retrokline ve alt keserlerin
normal konumda oldugu belirlenmistir.

Tedavi Plani

Ortodontik  tedavi plani, maksiller
ekspansiyonun  ardindan  dis  ¢ekimi
gerekliligi konusunda tim daimi disler
strdikten sonra karar  verilmesini
icermektedir. Tim daimi dislerin
braketlenmesini  takiben maksiller ve

mandibular dental arklarin seviyelenmesi,

examination, it was detected that the patient
had bilateral complete cleft lip-palate (Figure
2). Congenital absence of permanent upper
right and left lateral teeth was detected. The
patient was in mixed dentition stage and had
Angle class Il molar relationship on both
sides. According to the facial midline, the
maxillary midline was 3 mm on the left and
the mandibular midline was T mm on the
right. Overjet was 4 mm and overbite was 7
mm. The premaxilla exhibited extreme
mobility. In the functional examination, it
was observed that the patient had severe
velopharyngeal  deficiency. In the
cephalometric examination, it was detected
that the ANB angle was 14°, the Nperp-A
distance was +5 mm, the Nperp-Pg distance
was -9 mm, the GoGn/SN angle was 29°, the
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hastanin konjenital olarak eksik dislerine
uygun bosluklar acilmasi ve sekonder
greftleme ile yangin kapatilip ileride protetik
rehabilitasyon ile
fonksiyonunun iadesi planlanmistir.

hastanin estetik ve

Tedavi Seyri

Hastanin tedavisine ciirtik olan st lateral
dislerin cekilmesinin ardindan maksiller
darligin tedavisi amaciyla quad-helix apareyi
kullanilarak baglanmistir. Maksiller darhigin
duzeltilmesini takiben hasta karisik dislenme
donemindeyken, utility ark kullanilarak
maksiller inklinasyonlari
diizeltilmistir. Daimi dislerin stirmesiyle

keserlerin
birlikte tim disler braketlenerek hastanin

sabit tedavisine gecilmistir. Bu asamada hasta
bir konusma terapistine yonlendirilerek
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upper incisors were extremely retroclined

and the lower incisors were in normal
position.

Treatment Plan

The orthodontic treatment plan includes
deciding about the necessity of tooth
extraction after all permanent teeth are
erupted after the maxillary expansion.
Following bonding of all permanent teeth,
leveling the maxillary and mandibular dental
arches, opening spaces for congenially
missing teeth of the patient, closing the cleft
with secondary bone grafting accompanied
by aesthetic and functional recovery of the
patient with prosthetic rehabilitation in the
long term were planned.

Sekil 2. Tedavi bagi lateral
sefalometrik, posteroanterior
sefalometrik ve panoramik

radyograflar.

Figure 2. Lateral
cephalometric,
posteroanterior cephalometric
and panoramic radiographs

at the beginning of treatment.
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Sekil 3. 15 nolu disin

prognozu igin alman A:

Periapikal ve B: Ust okluzal
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radyograf.

Figure 3. A: Periapical and
B: Upper occlusal
radiographs taken for the

prognosis of tooth no 15.

diizelmesi  hedeflenmistir.

konusmanin
Seviyelenme safhasinin ardindan st sol 2.
premolar dise acik sarmal yay ile vyer
acgiimistir. Ancak palatinalde konumlanan st
sag 2. premolar dise hi¢c yer olmamasi
sebebiyle ve yer acilmasi sirasinda bu digin

dislerin  yarik  bolgesine
engellemek amaciyla disin
cekimine karar verilmistir (Sekil 3). Asiri
derecede mobilite gosteren premaksilladaki
sag ve sol santral dislerden alinan
radyograflar bir periodontolog ile birlikte
degerlendirilmistir. Bu dislerin periodontal
saghgini icin dislere
meziodistal yonde hareket yaptirilmamasina
ve bulunduklar yerde tutulmalarina karar
verilmistir. Dolayisiyla sag st santral dis sol
st santral disin yerinde, sol st santral dis ise
konjenital eksik olan sol lateral disin yerinde
konumlandirilmisti. Bu dénemde hasta bir
kez daha damak operasyonu olmaya ikna
edilerek alveoldeki yarik bolgesi hastadan
iliak kemik grefti alinarak opere edilmistir.
Daha sonra kesici dislere step-up bikim
verilerek intriizyonlari saglanmis boylece
kemik destekleri bir miktar daha arttiriimustir.
Hastanin tedavi basinda artmis olan
overbite’t ise reverse curve ark telleri
kullanilarak azaltilmistir. Posteriorda settling
saglamak amaciyla 2 ay
intermaksiller elastik kullanilmig ardindan
sabit tedavisi bitirilmistir (Sekil 4-5).

Pekistirme apareyi olarak ilk once st
dislerin palatinal ytzeylerini destekleyen ve

mezialindeki
hareketini

riske atmamak

sire  ile

Uyar, Kaya

Treatment Progress

Treatment of the patient started with
extraction of decayed temporary lateral teeth
and followed by quad-helix appliance for the
treatment of maxillary constriction. Following
constriction,

correction  of  maxillary

inclinations of maxillary incisors were
corrected by using utility arch while the
patient was in mixed dentition period. With
the eruption of permanent teeth, all teeth
were bonded and the fixed treatment of the
patient started. In this phase, the patient was
directed to a speech therapist to correct the
speaking function. Following the leveling
phase, space was opened for the upper left
second premolar with open coil spring.
However, as there was no space for the upper
right second premolar positioned on the
palatal side and in order to prevent
movement of the teeth mesial to this tooth
towards the cleft area during space opening,
it was decided to extract this tooth (Figure 3).
Radiographs of the right and left central
incisors on the extremely mobile premaxilla
were evaluated with a periodontologist. In
order to protect periodontal health of these
teeth, it was decided to prevent mesiodistal
movement of these teeth and to keep them in
their current positions. Therefore the upper
right central incisor was positioned in place
of the upper left central incisor and the upper
place of the

left central incisor in
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53_Ruzin:muammer 17.10.2012 16:14 Page 59

eksik olan sag santral-lateral dis bolgesine
uzanan bir bar ve rijit transpalatal ark
kullanilmigti. Ancak bu aparey hastaya bir
kere daha uygulanacak olan palatinal
cerrahiye engel olacagl icin 6 ay sonra
cikarilmustir (Sekil 6). Tedavi bitiminden 6 ay
sonra hasta tekrar plastik cerrahi bolimiine
yonlendirilmis ve superior bazli faringeal flep
teknigi kullanilarak sert damakta insiziv
foramenin posteriorunda bulunan fistdl
kapatilmis ve ayrica velofaringeal yetersizlik
elimine edilmistir. Daha sonra Uste eksik
anterior dis bolgesine akrilik disler eklenmis
olan ve damag kaplayan rijit kalin essix
apareyi, alta ise essix apareyi uygulanmis ve
st apareyin sabit protetik restorasyonlar
yapilincaya kadar kullanilmasi planlanmustir
(Sekil 7). Tedavi bitiminden 1 yil sonra ise
siddetli kendine given eksikligi ve

Turkish Journal of Orthodontics 2012;25:53-66

congenitally missing upper left lateral incisor.

At this stage, the patient was convinced to
receive one more palate surgery and iliac
bone graft taken from the patient was placed
in the cleft area of the alveolus. Later, upper
incisors were intruded with a step-up bend,
thus their bone support was increased a little
more. The excessive overbite was decreased
by using reverse curve arches. In order to
provide settling at the posterior teeth,
intermaxillary elastics were used for 2
months and then the fixed appliance
treatment was completed (Figure 4-5).

A fixed appliance with a bar that supports
palatal surfaces of the upper teeth and
extends to the area of the missing right
central-lateral teeth with a rigid transpalatal
arch were used for retention at first. However,

Sekil 4. Tedavi sonu agiz digt

ve ag1z ici fotograflar.
Figure 4. Intraoral and

extraoral photographs at the

end of treatment.
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Sekil 5. Tedavi sonu lateral
sefalometrik, posteroanterior
sefalometrik ve panoramik

radyograflar.

Figure 5. Lateral
cephalometric,
posteroanterior cephalometric
and panoramic radiographs

at the end of treatment.
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psikososyal  bozukluga sebep olmasi
nedeniyle burnun dizeltilmesine karar
verilmis ve (niversitemizin plastik ve

rekonstriiktif  cerrahi anabilim dalinda
rinoplasti operasyonu yapilmustir.

Tedavi Sonuclari

32 ayhk toplam ortodontik tedavi stresi
sonunda maksilla genislemis, maksiler ve
mandibular arklar seviyelenmis, diizgiin bir
okluzyon elde edilerek hastaya cigneme
fonksiyonu iade edilmis ve estetik bir gtiltis
kazandinlmistir (Sekil 8-9).  “A” noktasi
retrize olmus, ANB acisi 5° azalmis,
mandibula posterior rotasyon yapmis, Ust
keserler prokline edilmis, normal overjet ve
overbite saglanmistir (Tablo 1). Yonlendirilen
konusma terapisti vasitasiyla hastanin
konusmasi iyilestirilmis, daha anlasihir bir hal

Uyar, Kaya

G

this appliance was removed 6 months later,

as it would obstruct the next palatal operation
to be applied (Figure 6). 6 months after the
end of treatment, the patient was directed to
the plastic surgery department again and the
fistula in hard palate posterior to the incisive
foramen was closed by using superior based
pharyngeal flap technique and
velopharyngeal deficiency was eliminated.
Later, a rigid thick Essix appliance was
applied in the maxilla that covered the palate
and on which acrylic teeth were added in the
area of the missing anterior teeth. It was
planned to use this appliance until fixed
prosthetic restorations were made. An Essix
appliance was also applied in the mandible.
(Figure 7). 1 year after the end of treatment,
it was decided to repair the nose as it caused

Tirk Ortodonti Dergisi 2012;25:53-66
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almistir. Ayrica gerceklestirilen rinoplasti
operasyonu ile hastanin fasiyal gorinimi
buyuk oranda duzeltilmistir.

TARTISMA

Bilateral dudak-damak yargi olgularinda
karsilagilan temel sorun premaksilla disindaki
lateral segmentlerin kollapsi ve
premaksillanin protriizyonudur (14).
Dolayisiyla posterior capraz kapanis ile
birlikte, maksiller arkin kollapsi sik rastlanan
bir bulgudur. Bu deformitenin tedavisi
maksiller ekspansiyonu gerektirir. Maksiller
ekspansiyon icin cesitli apareyler
gelistirilmisse de bu vakada quad-helix
apareyi kullanilmistir. Bu apareyin uyguladigi
hafif ve kontrolli kuvvetler damak yariginda
palatal sttur sistemi yetersiz ya da eksik
oldugundan  ortopedik  nitelikte  bir
ekspansiyon saglamaktadir (14).

Dudak-damak yarikli hastalar fonksiyonel
ve estetik problemlerinden dolayi sosyal
hayatlarinda bircok problemle yiiz yiize
gelmektedir (15-17). Bunlarin yani sira
konusmada yasanan giclikler de sosyal
iliskilerde ve okul vyasaminda cesitli
olumsuzluklara neden olmaktadir (18,19).
Yarik damakli hastalarda yumusak doku ve
kaslarinin pozisyonuna bagl olarak konusma

Turkish Journal of Orthodontics 2012;25:53-66

self-confidence and

lack of

strong
psychosocial disorder. Therefore, rhinoplasty
operation was performed at the plastic and
reconstructive surgery department of our
university.

Treatment Results

At the end of the orthodontic treatment of
32 months in total, the maxilla was
expanded, maxillary and mandibular arches
were leveled, mastication function was
gained by providing a proper occlusion and
an aesthetic smile was achieved (Figure 8-9).
The point “A” retruded, the ANB angle was
decreased by 5°, the mandible showed
posterior rotation, upper incisors were
proclined and normal overjet and overbite
were provided (Table 1). Through the
directed speech therapist, speaking function
of the patient was improved and became
much easily understood. Moreover, the facial
of the
significantly with the rhinoplasty operation.

appearance patient improved

DISCUSSION

The main problem observed in bilateral
cleft lip-palate cases is the collapse of the
lateral segments and protrusion of the

Sekil 6. Tedavi sonunda
yapilan sabit tist pekistirme

apareyi.

Figure 6. Fixed upper
retention appliance applied at

the end of treatment.

Sekil 7. Ust kesici dislerin
restorasyonundan ve son
damak operasyonundan
sonra alinan agiz ici 6n cephe

fotografi ve rijit essix apareyi.

Figure 7. Intraoral frontal
photograph and the rigid
essix appliance, after the
restoration of upper incisors

and the last palate operation.
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Sekil 8. Rinoplasti ve son
damak operasyonundan
sonra alian agiz dist
fotograflar ve iist okluzal

fotograf.

Figure 8. Extraoral

photographs and the upper

occlusal photograph taken

after the rhinoplasty and the

62

last palate operation.

anormal sekilde gelisir. Schonweiler ve ark.
dudak-damak vyarikli cocuklarin %49’unda

dil  ve konusma terapisine ihtiyag
duyuldugunu belirtmistir (20). Broder ve ark
yaptiklari calismada dudak-damak yarikli
okul c¢agi cocuklarinin yalnizca %62’sinin
konusmalarindan ~ memnun  oldugunu
gostermistir (21). Bu nedenle hastamiz tedavi
baslangicini takiben konusma terapistine
yonlendirilmistir. Ancak hastanin verilen
egzersizleri duizenli yapmamasi nedeniyle
konusmasinda hedeflenenden az ilerleme
saglanmistir. Fakat 6zellikle palatinal anatomi
duzeltilip, dis eksiklikleri giderildikten sonra
konusma iyilesmistir.

Ortodontik tedavilerin hentiz
yayginlasmadigi  yillarda, dudak-damak
yarikli olgularda maksillada eksik dis veya
alveoldeki  yetersizligin  rehabilitasyonu
prostodontistlere birakilmaktaydi. 1970’ler-
den beri ise yarik bolgesindeki eksik dokunun
restorasyonu kemik
greftlemesi ile yapilmaktadir. Boylece yarik
bolgesinde dislerin devamli bir alveol kemik
Gzerindeki greft icinde sturmesi veya

sekonder alveolar

Uyar, Kaya

premaxilla (14). Therefore, collapse of the
maxillary arch is a frequently encountered
along with the posterior crossbite. Treatment
of this
expansion. Although there have been many

deformity requires maxillary

appliances  developed for  maxillary
expansion, the quad-helix appliance was
used in this case. Light and controlled forces
imposed by this appliance provide an
orthopedic expansion in the cleft palate as
the palatal suture system is insufficient or
missing (14).

Patients with cleft lip-palate face many
challenges in their social lives due to
functional and aesthetic problems (15-17).
Moreover, difficulties in speaking cause
disapproval in social relations and school life
(18,19). Speech develops abnormally in cleft
palate patients depending on the soft tissue
and muscle positions. Schonwiler et al.
suggested that 49% of children with cleft lip-
palate required a speech therapy (20). Broder
et al. indicated that only 62% school age
children with cleft lip-palate were content

Tirk Ortodonti Dergisi 2012;25:53-66



53_Ruzin:muammer 17.10.2012 16:14 Page 63

Siddetli bilateral DDY tedavisi
Treatment of severe bilateral CLP

ortodontik  olarak  hareket ettirilmesi
saglanmaktadir. Ayrica greft tzerine protetik
amacla osseointegre implantlar yerlestirilmesi
de mumkin hale gelmektedir (22).

Sekonder alveolar greftleme icin en ideal
zaman kalici kanin dis kékinin 1/2 veya 2/3
[tk kismi olustugu zamandir. Bu da genellikle
8-11 yas arasina denk gelir. Greftleme kalici
kanin disler sirmeden ©nce vyapilirsa bu
dislerin periodontal destegi artar. Devamli bir
ark formu ile alveol kret saglanir, boylece
disler yarik bolgesinde kokleriyle birlikte
hareket ettirilebilir. Daimi dislerin stirmesinin
alveolar kemik formasyonunu stimile ettigi
ve vertikal maksiller biytme icin itici gig
Kanin disler
stirdiikten sonra yapilan kemik grefti ise kret
yiksekligini desteklemez (22).

Hastamizda sekonder greftleme yapilmig
olmasina ragmen alveol kretin yuksekliginin
ileride osseointegre implant Gzerine sabit
protez yapilmasi icin yetersiz oldugu
gortlmektedir. Bunun nedeni hastamizin
tedaviye basladiginda st kaninlerinin bayik
olciide strmis olmalardir. Bu nedenle

sagladigi dustnilmektedir.

Turkish Journal of Orthodontics 2012;25:53-66

with their speaking according to their study
(21). For this reason, the patient was directed
to a speech therapist after the treatment
started. However, as the patient did not make
the assigned exercises regularly, improve-
ment in speaking was provided less than
expected. However, speech improved after
the palatal anomalies were corrected and the
missing teeth were replaced.

In the years when orthodontic treatment
had just
rehabilitation of missing teeth in the maxilla

begun to be widespread,
and deficiency in the alveolus used to be left
to the prosthodontists in cases with cleft lip-
palate. Since 1970s, restoration of the
missing tissue around the cleft area has been
made with secondary alveolar bone grafting.
Thus, the teeth are allowed to erupt in the
graft on the continuous alveolar bone or to
move orthodontically in the bone graft.
Moreover, it s place

osseointegrated implants on the graft for

possible  to

prosthetic purposes (22).

Sekil 9. A: SN diizlemi
tizerinde yapilan total
cakistirma. B: ANS-PNS
diizlemi iizerinde yapilan
maksiller lokal ¢akistirma.

C: Mandibula alt kenar1
iizerinde yapilan mandibular

lokal cakistirma.

Figure 9. A: Total
superposition on the SN
plane. B: Maxillary local
superposition on the ANS-
PNS plane. C: Mandibular
local superposition on the

lower border of the mandible.
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Tablo 1. Hastanin tedavi basi
Tedavi sonu /
Post-treatment

Tedavi basi /
Pre-treatment

iskeletsel Olgtmler /

ve tedavi sonu sefalometrik Skeletal Measurements:

64

degerleri.
SNA 88° 81°
Table 1. Pre-treatment and Nperp — A 5 mm 0 mm
post-treatment cephalometric Co-A 85 mm 83,5 mm
values of the patient.

SNB 74 ° 72°
Nperp — Pg -9 mm -11 mm
Co-Gn 101 mm 108 mm
ANB 14° 9°
Go-Gn / S-N 29° 33°
Toplam posterior agilar 393° 396°
Dentoalveolar Olgimler /
Dentoalveolar Measurements:
U1 = NA -5 mm -3,5 mm
U1/ NA -14° -2°
U1/ PP 89° 93°
L1 - NB 4 mm 5 mm
L1/ NB 19° 23°
IMPA 93° 96°
Overjet 5 mm 2 mm
Overbite 7 mm 2 mm
Yumusak Doku Olglimleri /
Soft Tissue Measurements:
UL-E ¢izgisi -2 mm -7 mm
LL-E ¢izgisi 0 mm -1 mm

ameliyat sonrasi alveolar yarik bolgesinde
ideal kret yiksekligi elde edilememistir.
Bununla birlikte hastada
dislerdeki inklinasyon, angtlasyon ve
rotasyonlar, hem de posterior bolgedeki
siddetli darhgin duizeltilmesi icin yapilan asiri
hareketlerin niiks etmesini 6nlemek icin daha
genis bir bolgeyi iceren sabit bir protez
yapilmasi faydali olacaktir. Ayrica, yapilacak
hipoplazisi
nedeniyle formu bozuk olan st santral kesici
disler basta olmak tizere tum maksiller
anterior bolgenin daha estetik gortinmesini
saglamak mimkin olacaktir.

Dudak-damak yarikli hastalarda palatal
ve alveolar kemik yapidaki yetersizlikler ve
skar dokusu nedeniyle, okluzyonun ideal
bitirilmesi ve retansiyon apareylerinin uzun

hem kesici

olan sabit protezle mine

The ideal time for secondary alveolar
bone grafting is when the canine tooth root
develops by 1/2 or 2/3. This generally
coincides with ages of 8-11. If grafting is
made before the permanent canine teeth are
erupted, periodontal support of these teeth
increase. Alveolus crest is provided with a
continuous arch form and teeth can be
moved with their roots in the cleft area.
Eruption of permanent teeth is considered to
stimulate alveolar bone formation and to
provide a propulsive force for vertical
maxillary growth. Bone grafting made after
the eruption of canine teeth does not support
the crest height (22).

Although secondary grafting was applied
to our patient, it is observed that the alveolus
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stre kullanilmasina ragmen ortodontik
tedavinin relapsi meydana gelebilir. Bu
nedenle bu hastalarda uygun protetik
restorasyon tipi ile daimi retansiyon
yaptlmahdir (14,23). Hastamiza ileride
yapilmasi  distinilen  sabit  protetik
restorasyon ayni zamanda dudak-damak
yarikli olgularda zorunlu olan daimi
retansiyon ihtiyacini da karsilayacaktir.

SONUC

Blytimesi devam etmekte olan dudak-
damak yarikli hastalarda tatmin edici
fonksiyonel ve estetik sonuclar ancak her bir
vakanin bireysel 6zellikleri ve gereksinimleri
goz oninde bulundurularak belirlenmis
gercekci tedavi hedefleri ve kapsamli
planlamaya dayanan multidisipliner tedavi
yaklagimlari ile elde edilebilir.

Turkish Journal of Orthodontics 2012;25:53-66

crest height is not sufficient for a fixed
prothesis on osseointegrated implant in the
future. The reason for this is that the upper
canines were substantially erupted when the
treatment started. For this reason, ideal crest
height was not provided in the alveolar cleft
area after operation. Moreover, it would be
useful to construct a fixed prothesis covering
a wider area to prevent relaps of the extreme
movements to  correct inclinations,
angulations and rotations of the incisors and
severe constriction of the posterior area.
Furthermore, it would be possible to provide
a more aesthetic look in the entire maxillary
anterior area with a fixed partial prothesis,
especially in the upper central incisors which
are malformed due to enamel hypoplasia.

Relapse of orthodontic treatment may
occur in patients with cleft lip-palate due to
deficiencies in the palatal and alveolar bone
structure and scar tissue, despite an ideal
occlusion has been achieved and the
retention appliances have been used for a
long time. For this reason, permanent
retention should be provided with the proper
prosthetic restoration in these patients (14,
23). The fixed prosthetic restoration which is
planned to be applied to our patient in the
future will meet the requirement of
permanent retention that is compulsory in
cases with cleft lip-palate.

CONCLUSION

Satisfactory functional and aesthetic
results can only be obtained with
multidisciplinary treatment approaches based
on realistic treatment objectives determined
considering the individual characteristics and
requirements of each case  with
comprehensive planning in patients with cleft
lip-palate who are in development period.
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