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— Abstract

COMPREHENSIVE TREATMENT OF UNILATERAL COMPLETE CLEFT LIP AND PALATE

Jeong-Keun Lee, Byung-Nam Hwang, Eun-Zoo Choi, Yong-Been Kim
Department of Dentistry, School of Medicine, Ajou University

Cleft lip and palate is one of the congenital anomalies which need comprehensive and multidisciplinary
treatment plan because 1) oral cavity is an important organ with masticatory function as a start of diges-
tive tract, 2) anatomic symmetry and balance is esthetically important in midfacial area, and 3) it is also
important to prevent psycho-social problems by adequate restoration of normal facial appearance. There
are many different protocols in the treatment of cleft lip and palate, but our department has adopted and
modified the Ziirich protocol. as published in the Journal of Korean Cleft Lip and Palate Association in
1998.

The first challenge is feeding. Type of feeding aid ranges from simple obturators to active orthopedic
appliances. In our department we use passive-type plate made up of soft and hard acrylic resin which per-
mits normal maxillary growth. We use Millard s method to restore normal appearance and function of uni-
lateral complete cleft lip. In consideration of both maxillary growth and phonetic problems, we first close
soft palate at 18 months of age and delay the hard palate palatoplasty until 4 to 5 years of age. When soft
palate is closed, posterior third of the hard palate is intentionally not denuded to allow normal maxillary
growth. In hard palate palatoplasty the mucoperiosteum of affected site is not mobilized to permit residual
growth of the maxilla.

We have treated a patient with unilateral complete cleft lip and palate by Ajou protocol, which is a kind
of modified Ziirich protocol. It is as follows: Infantile orthopedics with passive-type plate such as Hotz
plate, cheiloplasty with Millard s rotation-advancement flap, and two stage palatoplasty. It is followed by
orthodontic treatment and secondary osteoplasty to augment cleft alveolus, orthognathic surgery, and final-
ly rehabilitation with conventional prosthodontic treatment or implant installation. The result was good up
to now, but we are later to investigate the final result with longitudinal follow-up study according to mas-
ter plan by Ajou protocol.
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Fig. 1. Clinical photo of unilateral complete cleft lip and
palate.
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Fig. 2 Intraoral photo of unilateral complete cleft lip and
palate.

Fg 3. Passwe -type plate used in AJOU protocol It per-
mits normal maxillary bone growth by periodic internal
reduction.
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Fig. 4. Immediate postoperative photograph after cheiloplas-
ty. Millard’ s rotation- advancement flap was utilized.

Fig. 5. Flap design in stage | palatoplasty. Mucosal flap
up to posterior third of hard palate was utilized leaving
the periostium intact to allow further maxillary growth.
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Fig. 6. Immedlate postoperative photograph after stage |
palatoplasty.
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of unaffected side is mobilized omitting the affected
side flap mobilization for residual maxillary growth.
Note that cleft width is much reduced compared with
that of stage 1 palatoplasty.
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Fig. 8. Cleft palate was totally closed up to alveolus
areas. Note that bone grafting was omitted for later
secondary osteoplasty.
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Table 1 Comparison of operation timing in different countries.

Infantile Cheiloplasty Veloplasty Bone Graft to
Orthopedics Alveolar Cleft
France - 3M -
England yes 9~18M secondary
Norway - 18 M secondary
Soft 18 M
Japan yes 2 stage Hard5-6Y -
Czechoslovakia - 4Y primary
Mexico - 12M -
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