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KEY WORDS: congenital malformations, lip cleft, palate cleft, surgical 

techniques, alveolar bone grafting. 

 

INTRODUCTION 

 

 Anticipating the birth of a new baby is usually a very exciting time of life. The parents  

do many things to prepare for the baby and they expect to have a normal baby, with ten 

fingers, ten toes, and an intact face. Unfortunately, not all children are born perfect. The birth 

of a child with a cleft lip and /or palate is a real shock to the family, especially due to the 

damage to the face. It is a devastating surprise to what is expected to be a very happy 

moment. 

What is a cleft? A cleft is an abnormal opening or a fissure in the anatomical structure. 

It is a congenital malformation that occurs during the first trimester of pregnancy, due to the 

lack of fusion of parts of the upper lip, in the case of cleft lips or parts of the palate in the case 

of palatine clefts. Because a cleft occurs due to a disruption in embryological development, it 

typically follows the normal fusion lines. 

 Cleft lip or palate is the most common cranio-facial anomaly and is the fourth most 

common congenital malformation, with an incidence of 1 in 750 children born in the US each 

year. Approximately half of these children have associated other malformations. Cleft palate 

is a characteristic of over 200 recognized syndromes. 

 Cleft lip has more serious cosmetic alterations than cleft palate, but it presents serious 

functional problems, especially speech. People will have aesthetic, speech, resonance, eating, 

and hearing difficulties. 

 Although located in a small anatomical area, it requires specialized care provided by 

professional teams. It is a three-dimensional anomaly that concerns soft and bony tissue, 

which changes its size with the growth and functionality of the region. Protocols for the 

sequential management of the patient with cleft lip and palate are described. 

 In order to understand why clefts lip and palate occur and how we can prevent and 

treat them as satisfying as possible, it is necessary to know the embryology and anatomy of 

the affected structures. 

 The presence of a facial malformation causes marginalization of the person. The 

negative impact on the psyche and the impact on social integration is the major motivation for 

treatment. 

 The remarkable progress of surgical treatment in recent years is that an early 

correction of the anomaly is an absolute goal. 
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PERSONAL CONTRIBUTION 

 

The objectives of the thesis 

 Cleft lip and palate is a growing pathology in terms of the need for treatment, smile 

harmony, being an important part of the personality of each individual. 

 This very complex pathology is difficult to treat and treatment extends over a long 

period of time that can be from birth to adolescence, sometimes even to adulthood. Over the 

years, it has been proven that only one specialty is not sufficient for complex treatment. 

 In 1993, the American Cleft Lip and Palate Association proposed some care 

parameters designed to help standardize the treatment of patients with cleft lip and palate. The 

objectives were to support the concept of interdisciplinarity and to encourage the use of 

treatment protocols that carefully highlight the timing of the treatments and coincide with the 

child's physical, cognitive, dental, psychosocial development. 

 The centers dealing with the study of the cleft lip and palate in the world have 

interpreted these objectives differently. Therefore, there are a variety of treatment protocols 

for the management of these infants, children, adolescents, adults. 

 Between 1996-2000, the Eurocleft project, a European intercentre comparison study of 

several centers, was carried out. It has developed a methodology for comparing treatments 

and has been recognized by the European Commission as a possibility of extensive 

collaboration between health centers. The results of the project were the following: the 

establishment of a register of services in Europe, with details of the teams involved in cleft 

care, the organization of services, the development of clinical protocols and special facilities 

for research and the development of practice guides. 

 The paper aims to develop a comprehensive protocol to correct these facial 

malformations. I aim to present and detail the current treatment principles and stages of the 

cleft lip and palate, focusing on the planning of the surgical moment, the sequencing of the 

treatment in order to ensure a lasting benefit in the long term and to minimize the 

complications and costs of the treatments . 

 Cleft lip and palate is a three-dimensional malformation that changes with the growth 

and function of the facial region. Since surgical repair techniques are broadly explained in 

literature, we will try to focus on the principles of management. 

 

 

STATISTICAL ANALYSIS OF CLEFT LIP AND PALAT 

 

 

1.THE RETROSPECTIVE STUDY OF CLEFT LIP AND PALATE 

 

Material and methods 

 

 The study group includes 79 cleft lip and/or palate patients diagnosed and treated in 

the Constanta County Emergency Clinical Hospital, in the Departments of Pediatric and 

Orthopedics Surgery and Oro Maxillofacial Surgery in 2008-2017. 
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 Patient observations sheets were used to retrieve and record personal data, year of 

birth, type of cleft, other secondary diagnoses, history of treatment and duration, treatment 

steps and type of interventions. All data was retrieved and recorded in the tables for the 

statistical survey. 

 

Discussions 

 

 The results of the retrospective study show the male predominance of the clefts 

according to the data in the specialty. 

 According to the country of origin, the vast majority of patients are from rural areas. 

This is due to poor mother's medical education, poor nutrition, alcohol consumption and 

smoking. 

 A lower percentage of patients was hospitalized and postponed due to complications 

caused by conditions such as anemia, respiratory infections. 

 After diagnosis, the most common are cleft lip and palate, as in the literature, on the 

left and complete. Among the cleft lip, unilateral ones are the most common. 

 The age of primary repair of the cleft lip was at 6 months, and the cleft palate  at 2 

years of age. 

 The most commonly used surgical technique in unilateral cleft lip was the Veau 

Technique, the most widely used technique due to simplicity. 

 As the surgical technique bilateral cleft lip, the Veau method was used for the same 

reasons. 

 There have been several cases of postoperative complications, most of them being 

acute upper respiratory infections. 

 After days of hospitalization, the most used interval was at least 10 days, an optimal 

time for intervention and control of healing. 

 

 

 

2. THE PROSPECTIVE STUDY OF CLEFT LIP 

 

Material and methods 

 

 Our study is conducted over a period of 5 years, 2013-2017 and comprises a group of 

18 patients, children admitted to the County Emergency County Hospital Constanta in the 

Departments of Pediatric Surgery and Orthopedics and Oro Maxillofacial Surgery. The study 

was conducted prospectively during this period in which 20 patients with cleft lip were 

operated, of whom 18 patients remained in study, 2 patients did not show up for postoperative 

controls and were excluded from the study. 

 For that period, it was envisaged the establishment of multidisciplinary diagnostic and 

treatment protocol, pre and postoperative clinical evaluation of patients, surgical treatment of 

congenital malformations, and regular monitoring. 
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 The prospective study was based on photos taken before and after surgical treatment, 

as well as on periodic controls, study models were taken by maxillary printing, two types of  

questionnaires were completed, and the medical data were obtained by studying the patient 

observations sheets. 

 Two questionnaires were used for the study: a general questionnaire containing 

general personal data and a standardized POSAS (The Patient and Observer Scar Assessment 

Scale) questionnaire assessing the appearance of post-operative scarring from the patient / 

parent's point of view and an observer, a surgeon from the Department Oro-Maxillofacial 

Surgery. Patients were asked if they wanted to participate in completing the questionnaires, 

and after their consent, they received the questionnaires they had completed. Parents were 

asked to pay attention to scar assessment and notation of responses, and to ignore other 

features that occurred after treatment of cleft lip, such as nasal deformity. 

 Measurements of various upper lip elements were performed according to anatomical 

markers at one month, 6 months and 1 year after surgery to assess the aesthetic and functional 

aspect and to study the results obtained after surgery. The difficulty of the measurements was 

given by the young age of patients and the weight of collaboration with them. 

 Within the multidisciplinary protocol that I promoted, we consulted on various 

specialties: pediatrics, pediatric surgery, ENT and audiometric assessments, OMF surgery and 

speech therapy. 

 The purpose of the study is primarily to specify the results obtained from surgical 

treatment, to observe the results of using the multidisciplinary protocol and to assess how they 

influence the growth and further development of the child. The results were conditioned by 

the possibilities of collaboration with the parents of the child or the maternal assistant, with 

the medical staff for the different types of treatment. By evaluating the results we will 

determine the causes that have led to unfavorable results in order to understand them and 

avoid them in the future. 

 

The POSAS (The Patient and Observer Scar Assessment Scale) 

Scar scoring scaling from the patient / parent and observer's point of view 

 

 The POSAS v2.0 scale is made up of two parts: the patient and observer evaluation 

scale. Both scales contain 6 questions that are numbered from 1 to 10 and make up a total 

"POSAS"  score. In addition to the 6 questions, there are categories in the observer rating 

scale that mark normal parameters. In addition, the patient and the observer also mark their 

"General Opinion". 

 1. Patient scale 

 Contains 6 questions about pain, itching, color, flexibility, thickness, relief. Since it 

was difficult for patients / parents to distinguish between pigmentation and vascularization, 

both characteristics were captured in one element, the color. Each question has a score of 10 

points, where 10 indicates the worst possible scar and 1 corresponds to the normal skin 

condition. The total score is calculated by summing the scores of the 6 questions. 

 Patient scale contains the following questions: 

1. Has scarring been painful in recent weeks? 

2. Have you had scarring itching in the last few weeks? 
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3. Is scar color different from normal skin? 

4. Is the scar of stiffness different from normal skin? 

5. Is scar thickness different from normal skin? 

6. Is the scar more irregular than normal skin? 

 In addition to these questions, the patient was asked to give a general opinion on the 

quality of scarring compared to normal skin. Both the patient and the observer are asked to 

give their general opinion on the appearance of scarring. A scale is used where 10 

corresponds to the worst scar. Overall opinion is not a part of the total score. 

 

 2. Observer scale 

 Scars are normally assessed in a clinical situation. Draaijers and collaborators have 

shown in the original article that an observer is sufficient to evaluate scars after burns to 

achieve a total confidence score. 

 6 parameters are evaluated, each with a score of 10 points, where 10 indicates the 

worst imaginable scar and 1 corresponds to the normal skin condition. Instructions for use are 

that each of the parameters will compare to the normal appearance of the skin in a similar 

anatomical area. The total score is calculated by summing the scores of the 6 parameters. 

 

 The parameters used are: vascularization, pigmentation, thickness, relief, foldability, 

surface. 

 a. Vascularization is the presence of vessels in the scar tissue is assessed by the level 

of redness (erythema). It is tested by vitropression, after the amount of blood reappeared after 

scarring pressure with a piece of plexiglass. 

 b. Pigmentation is the brown coloration of scarring produced by the melanic pigment. 

It is tested by applying the plexiglass to the scars with moderate pressure to eliminate the 

effect of the vasculature. 

 c. Thickness is the distance between the dermis and the surface of the epidermis. 

 d. Relief represented by the degree to which irregularities are present on the surface of 

the scar. 

 e. The scar surface compared to normal skin. 

 

 The categories of the 6 parameters are: 

Vascularization: pale / pink / red / purple / mixed 

Pigmentation: hypopigmentation / hyperpigmentation / mixed 

Thickness: thick / thin 

Relief: More / Less / Mixed 

Pliability: supple / rigid / mixed 

Surface: expansion / contraction / mixed 

 These categories mark the parameters not only quantitatively but also qualitatively. In 

this way not only the severity but also the meaning of the damage is evaluated. Categories are 

not included in the POSAS total score, but are considered clinically relevant. 
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Discussions 

 

The Prospective Study of Cleft Lip 

 

 The prospective study has shown the increased frequency of male children with cleft 

lip, which is also confirmed in the literature. 

 It has been shown that the vast majority of patients come from rural areas. The 

increased frequency of these facial malformations is due to the lack of medical information of 

the mother, the low educational level, the economic conditions. Some women do not know 

the teratogenic potential of some drugs administered during pregnancy, addressability to the 

doctor is poor, diet can be deficient, alcohol consumption and smoking in the country are 

common. 

 It has been shown that the main etiological factor of the occurrence of cleft lip is 

unknown. Among other causes we mention: toxic factors such as the consumption of 

medications that could affect the pregnancy and without the consent of the family or 

obstetrician, respiratory virosis, fever, infectious diseases and genetic factors. The two cases 

with genetic etiology have family members with congenital malformations (father and uncle). 

It is necessary to prioritize the health education of young women by providing information on 

pregnancy, on healthy eating and their importance for further development of the child. 

 Patients were admitted after a prior appointment, some of them not following the 

timing of the controls. The spring and autumn months were preferred for admission. Winter is 

a less preferred season for scheduling operations by both parents and doctors due to the 

difficulty of transporting to the city, knowing that most patients are from rural areas, but also 

the increased frequency of respiratory infections, flu that contraindicates surgery. Summer is 

the holiday season, especially for our seaside town. 

 Most patients have been shown to have hospitalized once for the primary scar removal 

plasty. Other patients are those whose surgical intervention was postponed and had to be 

externalized and subsequently hospitalized for surgery, as well as patients undergoing 

secondary scar revision. 

 It was noted that most hospitalized patients were between 6 and 12 months of age. 

There is a slight delay in the time of intervention against data from the literature 

recommending intervention around the age of 6 months. 

 Most patients have been shown to have left unilateral cleft lip, data being consistent 

with those in the literature. Most are complete, affecting the lip, the narine and the primary 

palate. 

Discussions on the POSAS questionnaire 

 

 The appearance of a postoperative scar is very important, especially if the scar is on 

the face. A scar can cause aesthetic, but also functional and psychological problems. This 

POSAS protocol is the only one used to assess the postoperative facial appearance. 

 This study evaluated the postoperative scars of patients operated by cleft lip. 

 The study found that patients/ parents opinion was better than that of the observer. 
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 Two features, pain and itching were of minimal importance to patients compared to 

other characteristics. 

 By comparing the patient's overall score with the observer's total score, patients and 

parents are more satisfied with the appearance of postoperative scarring. Patient opinion is the 

most important in the evaluation of a scar. The fact that patients have a good view of the 

appearance of scarring is probably due to the fact that they still have the pre-operative look 

and adaptation to the actual physical appearance. 

 The study found, according to the observer's response, that scarring is becoming more 

palatable from the point of view of scarring. Increased vascularisation of postoperative 

scarring is a good indicator of scar activity during maturation. Over time, the scar becomes 

pale. 

 The scar appears to be less pigmented than the surrounding skin. From the point of 

view of the thickness of scarring, this seems thinner. Normally, the scar tissue is thicker than 

the surrounding skin in the first months after surgery, but it is reduced over time in the vast 

majority of cases. 

 The scar is less pointed than the surrounding skin. Postoperative scar atrophy is a 

common feature. As a foldability, the postoperative scar is supple and undergoes the process 

of expansion in the surface. 

 

 

 3. THE PROSPECTIVE STUDY OF THE CLEFT PALATE 

 

Material and methods 

 

 Our study includes 16 patients diagnosed and treated in the Emergency County 

Clinical Hospital Constanta - Department of Pediatric Surgery and Orthopedics and OMF 

Surgery in 2013-2017. These patients diagnosed with cleft palate will be tracked as evolution 

throughout the study. 

 The prospective study was based on photos taken before and after surgical treatment, 

as well as on periodic controls, study patterns were taken by maxilarry printing of the jaws. 

Patient observations sheets were used to retrieve and record personal data, year of birth, year 

of first physician presentation, type of cleft, other secondary diagnoses, reason for 

presentation to the physician, history of treatments and duration, treatment steps and type of 

interventions. Questionnaires were completed with general patient data, educational level of 

the child, parents, and treatments. All data was retrieved and recorded on patient type data 

sheets. 

 It was envisaged the establishment of multidisciplinary diagnostic and treatment 

protocol, pre and postoperative clinical evaluation of patients, surgical treatment of congenital 

malformations, regular monitoring performed at 1 month, 3 months, 6 months, and annually 

after surgery. 

 A questionnaire on quality of life was used that was structured according to Klassen's 

proposal and colleagues (2012), adapted by us and was given for completion to parents before 

and after the surgical treatment of palatal clefts. Cronbach's alpha level was used to test  
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consistency and reliability (values greater than 0.5 were considered acceptable). The value of 

p was estimated to identify whether there are significant differences between the results. This 

study focused on assessing the condition of the patient before and after treatment: physical, 

psychological and social health. 

 

Discussions 

 

Prospective study of cleft palate 

 

 The study revealed the predominance of female children with cleft palate, consistent 

with those in the literature. 

 According to the environment of origin, there was the same increased frequency of 

cleft palate in rural areas as in the case of cleft lip. As discussed in that chapter, it was due to 

the lack of medical information of the future mother, the low educational level, the economic 

conditions. 

 It has been noticed that the main etiological factor in the cleft palate is the unknown 

one. Other factors include toxic factors, drug intake during pregnancy, infectious diseases, 

influenza. From the study we noticed that there is a case with hereditary tendency (at least one 

parent has a first-degree relative with congenital malformation). The data obtained were taken 

from the parents' questionnaires. 

 The timing of the intervention is equally divided between the period under 2 years and 

the period of 2-6 years. There is a delay in the moment of intervention against the data from 

the literature due to non-observance of the therapeutic protocol. Late palatoplasty may cause 

speech disorders. There are two important aspects of the palate plasty  in the optimal 

evolution of speech: the surgical technique used and the moment of intervention. It is 

preferable to close cleft palate at 1 year of age. In the case of large clefts, two-stroke 

intervention, one at 9 months, and the other at 1.5 years-2 years. 

 It has been observed that cleft lip and palate are more common than cleft palate. The 

complete form of cleft palate is more common. 

 After location, it is found that the clefts are located equally at the level of the hard 

palate and the hard and soft palate. The soft cleft palate are rare. 

 There have been a few cases of palatine fistulae most commonly located at the level of 

the hard palate and the incisive hole. Fistulae from the incisive hole are at the border between 

the primary and secondary palate and are best closed with secondary alveolar bone grafting. 

Fistulae at the hard palate are frequently encountered, especially in the case of large clefts, or 

when intra-operative contrainctions are not achieved during the creation of the muco-periostal 

flaps. 

 Regarding the period of hospitalization, it was found to be effective by reducing the 

hospitalization to a maximum of 10 days, sufficient period for the reduction of inflammatory 

phenomena, pain. 

 In the comparative analysis, persistence of postoperative speech disorders is observed 

in patients with complete cleft palate. 
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Discussions on the quality of life questionnaire 

 

 This study focused on assessing the condition of the patient before and after the 

surgical treatment of cleft palate from a physical, psychological and social point of view. 

 In terms of physical health, questions about eating difficulties had low scores before 

and after surgery. This shows a significant reduction in food difficulties. All cleft palate 

patients are confronted with eating difficulties with food quantity and quality, as well as meal 

times. 

 When asked whether there was any food reflux on the nose during food, the answers 

before surgery were unfavorable. After the intervention, there is a significant reduction of the 

nasal reflux of the food by the separation of the two cavities, nasal and oral. The scores 

calculated after the intervention were higher compared to pre-intervention. 

 The score obtained on the question whether the baby still has nasopharyngeal speech 

before surgery was unfavorable. After surgery, there was an improvement in speech that will 

be completed along with logopedic treatment. The score obtained after the intervention was 

higher than the one before. 

 Pain and general condition were not such important parameters for the patient. 

 The persistence of speech difficulty, the misunderstanding of words by the interlocutor 

are common features of the cleft palate patient. However, an improvement in speech disorders 

is observed after surgery. 

 As far as the behavior towards the people around us is concerned, most of them have a 

discomfort in the inter-human relations, sometimes with isolation tendencies. 

 As for their confidence in them, the children's response was enlightening. The vast 

majority have given the average response option, which proves once again that these children 

need psychological, family warm-up treatments to increase confidence and respect. 

 Children suffer from varying degrees of anxiety in terms of their relationship with 

people around them, but their vast majority do not benefit from psychological treatments. 

 As far as social health is concerned, the proper functioning of the family is a very 

important feature for any child, the more so of a sensitive child. The study showed that the 

vast majority of children responded that they had changed family relationships, some even 

unsatisfactory. There are also abandoned children who are raised by foster carers. 

  Collective relationships also suffer because these children are usually marginalized by 

the rest of the children. It has been found that the ideal answer in the test is that these children 

engage in collegiality with the surrounding people. 

 It has been noticed that patients would be satisfied with their social relationship, 

although some of them still have problems of social integration. 

 Our study has shown that these children do not receive proper care for their needs. 
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DENTAL TREATMENT 

 

Material and methods 

  

 Patients with cleft lip and / or palate need dental treatments all their lives due to the 

damage of the maxillary bone at the level of teeth and dental germs. 

 The first consultation with the dentist was done for young children 6-12 months after 

the eruption of the first temporary tooth. The oral cavity was examined and oral hygiene 

checked. Children were subsequently scheduled for counseling and dental treatments. 

 Prophylactic and therapeutic dental treatments have been performed. Dental treatment 

sheets were prepared in which each treatment step was completed. Impressions of silicone 

materials were taken to perform study patterns. 

 Patients diagnosed with caries have been treated with simple or complicated dental 

caries. Patients will be monitored for dental eruption abnormalities, especially at the teeth 

adjacent to the teeth in permanent dentition. 

 There have been cases that required prosthetic treatments that consisted in making 

palatine prostheses of various causes. 

 The orthodontic treatment of cleft palate patient includes 4 different age and dental 

development periods: neonates, temporary dentition (2-6 years), mixed teeth (7-12 years) and 

definitive teeth. 

 

Discussions 

 

 Following dental, prosthetic and orthodontic treatments, the following discussions 

were reached: 

 Patients and parents were advised about proper dental brushing. As a result of the 

consultations, many of them did not know the rules of dental hygiene. 

 Due to dental eruption, especially to the teeth near the cleft, good oral hygiene is 

necessary to maintain a good permanent dentition from small ages. 

 Patients with whom I could collaborate benefited from professional hygiene as the first 

meeting in the dental office. 

 Professional fluoridation methods have been applied to children over 6 years using 

fluorides. Parents accepted the use of prophylactic methods and we had a good collaboration 

with them. 

 Temporary and definitive teeth sealing sessions were held periodically. The patients 

collaborated after explaining that the procedure is not painful. 

 Concerning the treatment of caries lesions, with younger children, they worked harder 

at the beginning of treatment. Most of the carious lesions were simple caries. Some patients 

also had complicated carious processes for which mechanical canal treatments were 

performed. Some of them accepted treatment, including canal obturation. Another part co-

operated at the beginning and gave up, unable to achieve canal closing. With a few patients I 

could not communicate too much and they only benefited from minimal canal treatment 

without obturation. 
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 Using palatine plaque in order to make it easier for the child to feed and to avoid 

nourishment on the nose is a temporary treatment method. The palatal plaque needs to be 

changed as the baby grows, more adaptations of the endooral plaque are required to avoid 

decay damage. Parents should remove and sanitize it whenever it is needed, which they can 

not do for fear or ignorance. 

 Orthodontic treatment is still inaccessible for the vast majority of families. The need 

for orthodontic treatment is unacceptable or hard to understand by parents, and because of the 

high costs and long treatment that requires regular checks. 

 

SURGICAL TREATMENT 

 

 For surgery, a general clinical examination accompanied by paraclinical examinations 

and interdisciplinary consultations is carried out. 

 

1. Surgical treatment of cleft lip 

 

Material and methods 

 

 The statistical analysis of the patients included in the study was made according to the 

following criteria: operative technique for cleft lip; the appearance of postoperative scar, 

Cupid's arch, lip height, lip red, restoration of the vestibule, nasal symmetry, the level of the 

alar base. 

 

Discussions 

 

 The most commonly used surgical technique was sliding-rotation, the most well 

known being the Millard technique. This has been chosen due to its many advantages, being 

well superior to any linear technique. 

 The facial appearance is very important for each of us. Scarring can cause cosmetic, 

functional and psychological problems. Scar tissue is different from normal skin through 

different characteristics such as color, thickness, relief, foldability, surface appearance. The 

formation of a scar depends on several factors: localization, dimensions, suture technique, 

suture material, wound healing, age, genetic predisposition. It has been shown that the cheloid 

aspect of scarring is dominant. 

 Regarding the reconstruction of the anatomical parts, it was found that the aspect of 

Cupid's bow is slightly deformed, less than 2 mm. This slight deformation is due to superficial 

scar contraction and the vast majority is resolved once the scar mature. If not, minor lip 

surgery is performed. 

 It has been observed that in most cases the height of the lip is shortened by a 

maximum of 3 mm. This is due to the insufficient rotation of the lateral labial segment at the 

time of primary repair. The appearance of the red of the lip is favorable in most cases. The 

vestibule is restored. 

 The reconstruction of nasal symmetry is a complex and impossible subject to be  
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achieved only by the primary repair of the lip, especially in the unilateral clefts. A reduction 

in asymmetry is attempted by the medial displacement of the wings, the disintegration of the 

muscular fibers of the orbicular muscle inserted abnormally. Sometimes the reconstruction of 

symmetry can not be accomplished due to the lack of bone support or the deviation of the 

median structures. If nasal symmetry is not obtained, the deformation of the columella, the 

alar base is maintained. 

 When analyzing the relationships between the different categories, an increased 

frequency of male gender was demonstrated regardless of the age group, regardless of the 

diagnosis. 

 Using comparative analysis of operator techniques in relation to anatomy and 

symmetry recovery, we have found that Millard technique has better results with regard to the 

appearance of postoperative scarring, Cupid's arch, lip height. 

 Regarding the restoration of nasal symmetry, none of the two techniques succeed in 

successfully fulfilling this requirement. 

 

2. Surgical treatment of cleft palate 

 

Material and methods 

 The statistical analysis of the patients included in the study was made according to the 

following criteria: surgical technique, scar aspect. 

 

Discussions 

 

 The most commonly used technique was the von Langenback technique to which it 

was added in the case of complete cleft palate and the restoration of the palatine muscular 

plan, intravelar veloplasty. Closure of cleft palate through a single intervention is preferable 

due to decreased anesthetic risk, restoration of oral and nasal cavity functionality, and lower 

medical costs. 

 The appearance of palatine postoperative scarring was, in the vast majority of cases, a 

favorable one. Impaired facial development is too early to study. 

 

 

ENT AND AUDIOLOGICAL EVALUATION 

 

 For the statistical study, we considered ENT evaluations for cleft palate children who 

are more prone to ENT conditions. Patients with cleft lip have disorders in the ENT sphere 

during respiratory infections, pharyngitis, laryngitis. 

 Of the ENT disorders, the most common are recurrent and chronic middle otitis. They 

have been treated with drugs, antibiotics and antiinflammatory agents in general and local 

conditions. 

 Patients in the study who experienced problems in the middle ear performed periodic 

ENT controls and audiological evaluations were indicated. 
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 Audiological evaluation 

 All patients in the study performed audiological assessments. Small children up to 6 

years old performed impedancemetry and the older ones performed audiometry. 

 

LOGOPEDIC INTERVENTION 

 

 All patients under study have speech and language deficiencies. All patients operated 

by cleft palate maintain their nasal voice more or less. 

 Logopedic therapy was conducted in two well-defined stages: preoperative and 

postoperative. The first one was to develop the phono-articular organs' functionality, the 

phonematic hearing, and last but not least, facilitated the success of the surgical intervention 

through lingual, labyrinthine motricity exercises and especially the palatine veil. The second 

stage, the correction of the pronouncing disorders, began after the surgery and the end of the 

convalescence period. 

 

PSYCHO-SOCIAL EVALUATION 

 

 Following the psychological evaluations of children in the pre-school and school age 

study, conclusions were drawn. 

 

Discussions 

 The vast majority of patients have ENT conditions, the most common being recurrent 

and chronic middle otitis. 

 These patients performed audiological assessments and had some changes in the tests. 

 Small children performed impedancemetry and it was observed that the vast majority 

had type B tympanograms indicating the presence of serosity in the middle ear. They have 

been treated by the ENT specialists. 

 Speech audiogram was the assessment method for older patients. The results showed 

slight forms of transmission of hearing loss that did not require auditory rehabilitation. 

 Very few patients followed logopedic or psychological treatments. 

 In the comparative analysis, persistence of postoperative speech disorders is observed 

in patients with complete palatal detachment. 

 The process of correction of pronouncing disturbances lasts more than in the case of 

cleft palate. Once because in the cleft lip the surgical intervention takes place at a much 

younger age, thus respecting the principle of early intervention, it is easier to affect the organs 

of the phono-articulatory apparatus, and due to the fact that the logopath does not get to live 

and become aware of the phenomena of labeling and marginalization imposed by society. 

 In the case of cleft palate, however, the situation is quite different. The intervention, 

whether it be surgical or speech therapy, is long-lasting, and the subject reaches an age where 

he fully feels the social barriers imposed by his disability. 

 

 

  



17 

 

CONCLUSIONS 

 

 1.Cleft  lip and palate is the most common facial congenital malformation due to the 

lack of fusion of the lip and jaw. 

The treatment is complex, multidisciplinary and extends for many years, from birth until the 

child reaches maturity. 

 2. The multidisciplinary team should consist of doctors, nurses, social workers, speech 

therapists, psychologists who need to be trained, have experience in this field for the success 

of child rehabilitation. Interdisciplinary collaboration can improve understanding and 

treatment of clefts, and better results can be achieved. 

 3. It is necessary to make clinical protocols, well-structured practice guides so that all 

patients receive a set of common recommendations. There are European countries where the 

basics of clinical practice guides and protocols have been implemented and they have had 

good results. 

 The purpose of the protocols is to periodically assess, respect the treatment plan to 

ensure long-term benefit and minimize complications and treatment costs. 

 4. The birth of a child with facial malformation can lead to a feeling of parental 

responsibility. Mothers need specialized help from the early days of the baby. Solving food 

difficulties will strengthen the relationship between mother and child. 

 There are family associations of parents with children with cleft lip and palate in 

Europe. The members help parents to overcome the difficult moments of treatment. In the 

absence of these associations, there should be social assistants in the multidisciplinary team to 

help parents. A priority for the future is the creation of such groups. 

 5. When deciding on a treatment, the professional team must consider the decision and 

wishes of the parents. Staff should carefully inform their parents of the inherent risks and 

benefits and alternative treatment options. 

 Parents should be informed after each treatment step about the results, possible 

adverse reactions and subsequent development. Parents should be optimistic about the 

treatment and development of children as this may influence the outcome of treatment and 

reduce them from uncertainty. 

 The treatment plan and the results obtained depend considerably on the understanding 

and cooperation of the parents. If there are specialized teams dealing only with these children, 

they will certainly receive the best care. 

 Genetic counseling is important to let parents know the risks that another family 

member is born with the same malformation. This will be confirmed by the study of the 

family's medical history to determine whether there is any way of inheritance. 

 6. Choosing the optimal moment of interventions depends primarily on the health of 

the child so that there are no complications of general anesthesia. It is recommended that the 

cleft lip to be practiced for up to 6 months, whether or not preceded by orthodontic orthopedic 

treatment. Cleft palate are preferably as close as possible to a single surgery around the age of 

one year. The von Langenback technique and the recovery of palatine muscles are preferred. 

In cases where the cleft palate is wide, two-stroke intervention is used: a soft palate closure 

around the age of 9 months and a hard palate closure up to 2 years. 
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 The moment and type of alveolar bone graft intervention is the most controversial at 

present. The gold standard is considered to be secondary bone grafting with autogenous bone 

graft at the time of mixed dentition. 

 7. Hearing disorders are caused by inflammation of the middle ear especially in 

children with cleft palate. It is recommended to have teams of physicians in the ENT 

speciality and audiologists to detect and treat these deficiencies as early as possible. Hearing 

is a serious condition that can cause important social and economic problems. It is a visible 

and slowly developing painless disability. People with such problems expect others to hear 

them normally. They can be ridiculed, ignored, they can become the constant target of the 

anger and frustration of family, colleagues, and aliens. It may lead to misunderstandings that 

affect interpersonal relationships. 

 8. Mental retardation is not more common in children with cleft lip and palate than in 

the rest of the population, but speech disorders and language deficiency are. It is important to 

create teams of specialist speech therapists and psychologists to correct speech and language 

disorders so that these children start talking right from the start. The main purpose in cleft 

plasty is to create the conditions for a favorable speech. 

 9. Psychological studies have shown that these children are frustrated, hypersensitive, 

anxious, concerned about their physical appearance. These children feel the need for more 

love and have been described as the opposite of creative people. 

 10. The aesthetic and functional results of surgical treatment can only be assessed in a 

few years. The cleft lip and palate affect physical appearance, speech, occlusion, so we will 

evaluate the end result at the end of the growth period. Poor results are related to: lack of 

protocols and periodic checks, fragmented care. 

 11. The need for treatment other than surgery is hardly understood by parents, perhaps 

due to increased costs such as orthodontic, logopedic, psychological treatment. 

 12. It is necessary to draw an alarm signal to change the mentality and include these 

children in national programs so that tomorrow's patients receive improved treatments. 

 13. Decentralized, fragmented care, with a low number of specialized staff, without 

treatment protocols and clinical guidelines, is associated with poor results. The reduced 

number of cleft lip and palate makes it impossible to organize multidisciplinary teams in order 

to raise therapeutic standards. 

 14. Significant results will be obtained when locally recognizing the need to improve 

treatments and attention to this type of malformation by modifying medical service budgets. 

 15. Successful treatment involves knowledge of surgical technique, local anatomy, and 

facial aesthetics. By self-examination, accurate evaluation of the results and great 

imagination, surgeons continue to make progress in repairing techniques. The treatment of 

sclefts has been evolving in recent years and trying to find the best methods. Achieving 

minimum standards of treatment remains a major challenge 

 16. The ultimate goal is to achieve an aesthetically favorable aspect with restoring the 

region's functionality and reducing as far as possible the number of surgical interventions. 

 

 

 

  



19 

 

 

BIBLIOGRAPHY 

 

1. A Aniansson G, Svensson H, Becker M, Ingvarsson L: Otitis media and feeding 

with breast milk of children with cleft palate. Scand J Plast Reconstr Surg Hand Surg 2002; 

36(1): 9- 

2. Alex Habel, Debbie Sell, Michael Mars: Management of cleft lip and palate- 

Archives of Disease in Childhood, 1996;74: 36-366 

 3. Alexandru Bucur: Compediu de chirurgie oro-maxilo-facială, Med Publishing, 

București,vol II, p 824-856 

 4. Amanat N, Langdon JD. Secondary alveolar bone grafting in clefts of the lip and 

palate. J Craniomaxillofac Surg. 1991;19:7–14. 

5. Ann W. Kummer: Cleft Palate and Craniofacial Anomalies, Effects on Speech and 

Resonance, Second Edition, 2011, Thomas Delmar Learning, pag 37-60 

6. Anne M. R,Agur,Moore Keith L:Essential Clinical Anatomy Point,2006,Lippincott 

Williams&Wilkins,Hagerstown M D,pg 553 

7. Arvedson JC: Feeding with craniofacial anomalies, in: Arvedson JC, Brodsky LB: 

Pediatric swallowing and feeding: assessment and management. 2nd Ed Albany NY Singular 

Publishing Group 2002; 527-561 

8. Asociaţia de Neonatologie din România: Alimentatia enterala a nou nascutului la 

termen bolnav (Ordin Nr. 1232 din 2 august 2011), Colecția ghiduri clinice pentru 

neonatologie, Ghidul 09/Revizia 0;25.07.2010 

9. Asociaţia de Neonatologie din România: Alimentatia nou nascutului la termen 

sanatos (Ordin Nr. 1232 din 2 august 2011), Colecția ghiduri clinice pentru neonatologie, 

Ghidul 02/Revizia 0;7-8.12.2009 

10. autism.gamara.ro/portage 

 11. Bardach J, Salyer K. Surgical techniques in cleft lip and palate. Chicago: Year 

Book; 1987. 

 12. Bardach J. The influence of cleft lip repair on facial growth. Cleft Palate J. 

1990;27:76–78. 

 13. Bardach J. Two-flap palatoplasty: Bardach’s technique. Operative Techniques 

Plast Surg. 1995; 2:211–214. 

 

  



20 

 

  14. Bardach J. Unilateral cleft lip. In: Cohen M, ed. Mastery of Plastic and 

Reconstructive Surgery. Boston, MA: Little, Brown and Company, 1994 Reconstr Surg 2003; 

111:17 

 15. Barillas I, Dec W, Warren SM, et al. Nasoalveolar molding improves long-term 

nasal symmetry in complete unilateral cleft lip-cleft palate patients. Plast Reconstr Surg. 

2009;123(3):1002–1006. 

 16. Bergland O, Semb G, Abyholm FE. Elimination of the residual alveolar cleft by 

secondary bone grafting and subsequent orthodontic treatment. Cleft Palate J. 1986; 23:175–

205. 

17. Bernard G. Sarnat, James P. Bradley: Craniofacial Biology and Craniofacial 

Surgery, World Scientific Publishing Co. Pte. Ltd, 2010, 279 

18. bestpractice.bmj.com/best-practice/monograph/675/basics/classification.html 

 19. Brian C. Sommerlad. A Technique for Cleft Palate Repair. Plastic &AMP 

Reconstructive Surgery • december 2003.p 1542-1545 

 20. Buică B. C. (2004), Bazele defectologiei, București, Ed. Aramis 

 21. Burlea A., Mereuță M., Milici R. C., Zanfirache A. (Burlea G., Burlea M. - 

coordonatori) (2004), Dicționar explicativ de logopedie, Iași, Ed. Sedcom Libris  

22. Burlibașa Corneliu: Chirurgie Orală și Maxilo Facială, Editura Medicală,1999, pg 

1213-1244 

23. Can Med Assoc Journal, 1980 jan 12, 122: 19-24 

 24. Charles H Thorne: Grabb and Smith´s Plastic Surgery, Sixth Edition, Lippincott 

Williams & Wilkins, Philadelphia, 2007, p175, 201-225 

 25. Chaudré F et Garabédian EN. Chirurgie des fentes labio-vélo-palatines. 

Encyclopédie Médico-Chirurgicale (Elsevier SAS, Paris, tous droits réservés), Techniques 

chirurgicales - Tëte et cou, 46-220.5-7 

 26. Cho-Lee GY, García-Díez EM, Nunes RA, Martí-Pagês C, Sieira-Gil R, Rivera-

Baró A. Review of secondary alveolar cleft repair. Ann Maxillofac Surg 2013;3:46-50 

27. Cleft Palate Cranio-facial Journal, Noiembrie 2007, vol 44, nr 6, pag 585-588 

 28. Converse J M, Hogan V. M., McCarthy J.G.: Reconstructive Plastic Surgery, Cleft 

lip and palate, 2nd edition, Philadelphia, Saunders,1977,p1930 

 29. Converse, John Marquis Converse, V. Michael Hogan, Fritz E. Barton: Chapter 

47,Secondary Deformities of Cleft Lip, Cleft Lip and Nose, and Cleft Palate 

  



21 

 

 30. Cronin TD, Upton J. Lengthening of the short columella associated with bilateral 

cleft lip. Ann Plast Surg. 1978;75–95. 

 31. Cutting C B Dayan J H Lip height and lip width after extended Mohler unilateral 

cleft lip repair Plast Reconstr Surg 2003,17–23.,  

32. Cutting C, Rosenbaum J, Rovati L. The technique of muscle repair in the soft 

palate. Operative Techniques Plast Surg. 1995;2:215–222 

 33. Cutting CB, Dayan JH. Lip height and lip width after extended Mohler unilateral 

cleft lip repair. Plast R  Millard DR, Jr. Cleft Craft: The Evolution of its Surgery. The 

Unilateral Deformity. Vol. 1. Boston, MA: Little, Brown, 1977. 

34. Cutting CB, Grayson BH, Brecht L, et al.: Presurgical columellar elongation and 

primary retrograde nasal reconstruction in one-stage bilateral cleft lip and nose repair. Plast 

Reconstr Surg. 1998;101:630–639. 

 35. Dado DV, Kernahan DA. Anatomy of the orbicularis oris muscle in incomplete 

unilateral cleft lip based on histological examination. Ann Plast Surg. 1985;15:90–98. 

 36. Delaire J, Precious D. Avoidance of the use of vomerine mucosa in primary 

surgical management of velopalatine clefts. Oral Surg Oral Med Oral Pathol. 1985;60:589–

597. 

 37. Dorrance GM, Bransfield JW. The pushback operation for repair of cleft palate. 

Plast Reconstr Surg. 1946;1:145 

 38. Dorrance GM. Lengthening the soft palate in cleft palate operations. Ann Surg. 

1925;82:208. 

 39. Ecaterina Vramas, Viorica Oprea: Set instrumente, probe și teste pentru evaluarea 

educațională a copiilor cu dizabilități, Editura MarLink, București, 2003 

 40. Emory Jr RE, Clay RP, Bite U, et al. Fistula formation and repair after palatal 

closure: an institutional perspective. Plast Reconstr Surg. 1997;99:1535–1538. 

 41. Farmand M. - Lip Repair Techniques and Their Influence on the Nose, Facial 

Plastic Surg 2002, Vol. 18, No. 3:155-164. 

 42.  Feichtinger M, Mossbock R, Karcher H. Evaluation of bone volume following 

bone grafting in patients with unilateral clefts of lip, alveolus and palate using a CT-guided 

three-dimensional navigation system. J Craniomaxillofac Surg. 2006;34:144–149. 

 43. Fernandez DB, Hudson DA: The modified Z-plasty for unilateral cleft lip repair.Br 

J Plast Surg. 1993 Dec;46(8):676-80. 

  



22 

 

 44. Fêvre M. – Chirurgie infantile et orthopédie, Éditions Médicales Flammarion, 

Paris, 1967. 

 45. Fishman LS. Factors related to tooth number, eruption time, and tooth position in 

cleft palate individuals. ASDC J Dent Child. 1970;37:303–306. 

  46. Franceline A. Frans, M.D., Paul P.M. van Zuijlen, M.D., Ph.D., J.P.W. Don Griot, 

M.D., Ph.D.,Chantal M.A.M. van der Horst, M.D., Ph.D: Assessment of Scar Quality After 

Cleft Lip Closure, Cleft Palate Cranifacial Journal, March 2012, Vol 49 No 2, 171-176 

 47. Friede H, Johanson B. A follow-up study of cleftchildren treated with vomer flap 

as part of a three stage soft tissue surgical procedure. Facial morphology and dental occlusion. 

Scand J Plast Reconstr Surg. 1977;11:45–57. 

 48. Furlow Jr LT. Cleft palate repair by double opposing Z-plasty. Plast Reconstr 

Surg. 1986;78:724-38 

 49. Furlow L. Cleft palate repair by double opposing Z-plasty. Operative Techniques 

Plast Surg. 1995;2:223–232. 

50. Garcez LW, Giugliani ER: Population-based study on the practice of breastfeeding 

in children born with cleft lip and palate. Cleft Palate Craniofac J 2005; 42(6): 687-693 

51. Gaudy,Jean Francois: Anatomie Clinique, 2003, Editions CdP, Collection JPOI, 

Groupe Liaison, pg63-74 

52. Geoffrey H. Sperber:Craniofacial Developement and Growth, 2001, BC Deker 

Inc, London, pag 116-121 

53. Gray’s Anatomy;The Anatomical Basis of Clinical Practice,2008,40th edition 

 54. Grayson BH, Garfinkle JS. Nasoalveolar molding and columellar elongation in 

preparation for primary repair of unilateral and bilateral cleft lip and palate. In: Losee JE, ed. 

Comprehensive Cleft Care. New York: McGraw Hill; 2009:701–720. 

55. Grayson BH, Santiago P, Brecht LE, et al. Presurgical naso-alveolar molding in 

patients with cleft lip and palate. Cleft Palate Craniofac J. 1999;36:486–498. 

56. Gunther E, Wisser JR, Cohen MA, et al. Palatoplasty: Furlow’s double reversing 

Z-plasty versus intravelar veloplasty. Cleft Palate Craniofac J. 1998;35:546–549 

57. Hans Friede, D.D.S., Odont. Dr.:Maxillary Growth Controversies After Two-Stage 

Palatal Repair With Delayed Hard Palate Closure in Unilateral Cleft Lip and Palate Patients: 

Perspectives From Literature and Personal Experience:Cleft Palate–Craniofacial Journal, 

March 2007, Vol. 44 No. 

58. https://www.audionova.ro/testari-copii/teste-copii 

  

https://www.audionova.ro/testari-copii/teste-copii


23 

 

59. J.R.Hupp, Eduard Ellis III, Myron R Tucker: Oral and Maxillofacial Surgery, 

Sixth Edition, 2014, Elsevier Inc, 585-600 

 60. Jia Y, Fu M, Ma L. The comparison of two-dimensional and three-dimensional 

methods in the evaluation of the secondary alveolar bone grafting. Zhonghua Kou Qiang Yi 

Xue Za Zhi. 2002;37:194–196. 

 61. John M. Lore, Jesus E. Medina, An Atlas of Head & Neck Surgery, fourth edition, 

Elsevier Saunders Inc,2005, p 493-518 

 62. Jurcău E., Jurcău N. (1999), Învățăm să vorbim corect, Cluj- Napoca, Ed. Printek 

 63. Kalaaji A, Lilja J, Friede H, et al. Bone grafting in the mixed and permanent 

dentition in cleft lip and palatepatients: long-term results and the role of the surgeon’s 

experience. J Craniomaxillofac Surg. 1996;24: 29–35. 

 64. Kaplan EN. Soft palate repair by levator muscle reconstruction and a buccal 

mucosal flap. Plast Reconstr Surg. 1975;56:129. 

65. Kernahan DA. The striped Y. A symbolic classification for cleft lip and 

palate.Plast Reconstr Surg. 1971;47:469–470. 

66. Khandekar B, Srinivasan S, Mokal N, et al. Anthropometric analysis of lip-nose 

complex in Indian population. Indian J Plast Surg. 2005;38:128–131 

  67. Kindelan JD, Nashed RR, Bromige MR. Radiographic assessment of secondary 

autogenous alveolar bone grafting in cleft lip and palate patients. Cleft Palate Craniofac J. 

1997;34:195–198. 

68. Koletzko B, Baker S, Cleghorn G, Neto UF, Gopalan S, Hernell O et al: Global 

Standard for the Composition of Infant Formula: Recomandations of an ESPGHAN 

Coordinated International Expert Group. J Pediatr Gastroenterol Nutr 2005; 41(5): 584 

 69. L. B. Kaban, M. Troulis: Pediatric Oral and Maxillofacial Surgery, 2004, 

Saunders, Elsevier Science, pag 411-422 

70. Langman’s Medical Embriology, 9th Edition, pag 149-166, 386-392 

 71. Laurent Guyot, Pierre Seguin, Herve Benateau : Techniques en chirurgie maxillo-

faciale et plastique de la face, Springer- Verlaq France, Paris, 2010, pg 263 

 72. Lazarus DD, Hudson DA, van Zyl JE, Fleming AN, Fernandes D. Repair of 

unilateral cleft lip: a comparison of five techniques. Ann Plast Surg 1998; 41:587 

 73. Le Mesurier A.B.: The quadrilateral Mirault flap forharelip. Plast. Reconstr. Surg., 

16: 422, 1955 

  



24 

 

 74. Liou EJ, Subramanian M, Chen PKT, et al. The progressive changes of nasal 

symmetry and growth after nasoalveolar molding: a three-year follow-up study. Plast 

Reconstr Surg. 2004;114(4):858–864. 

75. Lucian Podoleanu, Victor Nimigean, Noțiuni de anatomie topografică a capului și 

gâtului, Editura Cerma , pag 22-27 

 76. Lupu, G., Petcu, L.C., Lupu, E.C., Matematici aplicate şi Biostatistică, Ed. 

Virom, Constanţa, 2006, p.221-293 

 77. McComb H. Primary repair of the bilateral cleft lip nose: A 15-year review and a 

new treatment plan. Plast Reconstr Surg. 1990;86:882–889. 

 78. McComb HK. Primary repair of the bilateral cleft lip nose: A long-term follow-up. 

Plast Reconstr Surg. 2009; 124:1610–1615. 

 79. McIntyre GT, Devlin MF. Secondary alveolar bone grafting (CLEFTSiS) 2000–

2004. Cleft Palate Craniofac J. 2010;47:66–72. 

 80. Millard D.R. Jr.: The primary camouflage of the unilateral Harelook. In Skoog T., 

Ivy R. eds: transactions of the international society of Plastic Surgeons, First Congress, 

Stockholm, m, 1955, Baltimore, Williams & Wilkins, 160-6, 1957 

 81. Millard Jr DR, ed. The unilateral deformity. Cleft Craft: The Evolution of Its 

Surgery. Vol I. Boston: Little,Brown; 1976. 

82. Millard Jr DR. Cleft Craft: The Evolution of Its Surgery.Vol II. Boston: Little, 

Brown; 1977. 

83. Mircea Nanulescu. Protocoale de diagnostic și tratament în pediatrie, 2013, 

librăriaonline.ro 

84. Mohammad Khursheed Alam: Cleft lip and palate, A to Z Orthodontics, vol 18, 

PPSP Publication,2012 

 85. Mohler L R. Unilateral cleft lip repair. Plast Reconstr Surg. 1987;80(4):511–517. 

 86. Mohler L R:Unilateral cleft lip repair. Plast Reconstr Surg. 1995;2:193-199 

87. Mulliken JB, Wu JK, Padwa BL. Repair of bilateral cleft lip: Review, revisions, 

and reflections. J Craniofac Surg. 2003;14:609–620 

88. Mulliken JB. Bilateral cleft lip. Clin Plast Surg. 2004;31: 209–220. 

89. Neil S. Norton: Netter´s Head and Neck Anatomy For Dentistry, Second Edition, 

Saunders Elsevier Inc.,2012, 326-365 

 90. Noordhoff MS, Chen PKT. Unilateral cheiloplasty. In: Mathes ST, ed. Plastic 

Surgery. Vol 4. Philadelphia: WBSaunders; 2006. 

  



25 

 

 91. Noordhoff MS. Response to Kernahan’s commentary on symbolic representation 

of cleft lip and palate by Friedman et al (1991) [letter]. Cleft Palate Craniofac J. 1992;29:96 

92. Papilian,Victor:Anatomia Omului,Editia a VI-a,Editura Didactica si Pedagogica-

Bucuresti,1982,pg28-32 

93. Parameters For Evaluation and Treatement of Patients with Cleft Lip/ Palate or 

Other Craniofacial Anomalies: Official Publication of the American Cleft Palate- Craniofacial 

Asociation, Revised Edition November 2009 

94. Paul W. Flint, Bruce H. Haughey, Valerie J. Lund& Co: Cummings 

Otolaryngology. Head and Neck Surgery, Fifth Edition, Vol Three, Mosby Elsevier, 2010, 

chapter 186 

 95. Peltomaki T, Vendittelli BL, Grayson BH, et al. Associations between severity of 

clefting and maxillary growth in patients with unilateral cleft lip and palate treated with infant 

orthopedics. Cleft Palate Craniofac J. 2001;38:582–586. 

96. Petcu B., Bereșescu A., Cormoș B.: Noțiuni practice de prevenție oro-dentară, 

Univeristy Press, Târrgu Mureș, 2010, 70-100 

 97. Petcu, L.C., Analiza statistica cu SPSS-Note de Curs, Ed. Ovidius University 

Press, Constanţa, 2011, p.1-303 

 98. Petcu, L.C., Petcu, A., Lupu, E.C., Informatica Aplicata si Statistica 

Experimentala, Ed. Ovidius University Press, Constanţa, 2009, p.1-195 

99. Peter C Neliga, Eduardo D Rodriguez, Joseph E Losee: Plastic Surgery, Third 

Edition, Craniofacial, Head and Neck Surgery, Pediatric Plastic Surgery, Volume Three, 

Elsevier Saunders Inc, 2013, p p 584-594, 631-654 

 100. Piombino P1, Ruggiero F, Dell'Aversana Orabona G, Scopelliti D, Bianchi A, De 

Simone F, Carnevale N, Brancati F, Iengo M, Grassia MG, Cataldo R, Califano L: 

Development and validation of the quality-of-life adolescent cleft questionnaire in patients 

with cleft lip and palate, J Craniofacial Surgery, 2014,Sep; 25(5), 1757-1761 

 101. Prof. Dr. Mircea nanulescu: Protocoale de diagnostic și tratament în pediatrie, 

Editura medicală Amalteea, București, 2017, 12-16, 164-169, 341-345 

 102. Protocoale pentru profilaxia rahitismului și anemiei la copil, Seria Protocoale în 

Îngrijirea Copilului, , Ministerul Sănătăţii, Institutul pentru Ocrotirea Mamei şi Copilului 

„Prof. Dr. Alfred Rusescu”, Editura Oscar Print,  2010 

 103. R. A. Latham: Converse, The Anatomy of the Facial Skeleton in Cleft Lip and 

Palat, chapter 40, p 1- 8 

  



26 

 

 104. Ralph Hamilton, William P Graham, Peter Randall : The Role of Lip Adhesion 

Procedure in Cleft Lip Repair, Philadelphia, Cleft Palate J. 1971 Jan;8:1-9. 

 105. Randall P.: A lip adhesion operation in cleft lip surgery, Plastic& Reconstructive 

Surgery,35,371-376,1965 

 106. Randall P: A Triangular Flap Operation for the Primary Repair of Unilateral 

Clefts of the Lip, Plastic & Reconstructive Surgery & the Transplantation Bulletin: April 

1959 - Volume 23 - Issue 4 - ppg 331-347 

107. Ranga,Viorel:Anatomia Omului-capul si gatul,Editura Cerma,1995, pag 167-173, 

174-183 

 108.  Rawashdeh MA, Al Nimri KS. Outcome of secondary alveolar bone grafting 

before and after eruption of the canine in Jordanian patients with cleft lip and palate. J 

Craniofac Surg. 2007;18:1331–1337. 

 109. Richard Boies Stark,Converse: Cleft Palate. Chapter 45, 

 110. Richard R. Welbury, Monty S. Duggal, M. T. Hosey: Paediatric Dentistry, Third 

Edition, Oxford University Press, 2005, 131-147 

111. Rodica Luca: Metode locale de prevenire a cariei în șanțuri și fosete, ediția a II-a, 

Editura Cerma, București, 1999 

 112. Rodica Luca: Pedodonție vol I și II, Editura Cerma, 2013 

 113. Rosenstein S, Dado DV, Kernahan D, et al. The case for early bone grafting in 

cleft lip and palate: a second report. Plast Reconstr Surg. 1991;87:644–654; discussion 55–6. 

 114. Seth R Thaller, James P Bradley, Joe I Garri : Craniofacial Surgery, Informa 

Healthcare USA, NY,2008,pg 153 

 115. Seth Thaller, Joe I Garry: Cranio-Facial Surgery, Informa Healthcare USA INC, 

NY,2008, p 165-174 

 116. Sherif Bakri, M.D., Sara Rizell, D.D.S., D.Orth., Ph.D., Jan Lilja, M.D., D.D.S., 

Ph.D., Hans Mark, M.D., Ph.D:Vertical Maxillary Growth After Two Different Surgical 

Protocols in UnilateralCleft Lip and Palate Patients : The Cleft Palate–Craniofacial Journal 

51(6) pp. 645–650 November 2014 

 117. Skoog T. The management of the bilateral cleft of themprimary palate (lip and 

alveolus): I. General considerations and soft tissue repair. Plast Reconstr Surg. 1965;35:34–

44. 

 118. SL Dr Oana Falup- Pecurariu: Carte de practică. Pediatrie I. Universitatea 

Transilvania Brașov Facultate ade Medicină 

  



27 

 

 119. Sommerlad BC, Henley M, Birch M, et al. Cleft palate rerepair – a clinical and 

radiographic study of 32 consecutive cases. Br J Plast Surg. 1994;47:406–410. 

 120. Sommerlad BC. A technique for cleft palate repair. Plast Reconstr 

Surg.2003;112:1542 

  121. Stal S, Brown R H, Higuera S. et al. Fifty years of the Millard rotation-

advancement: looking back and moving forward. Plast Reconstr Surg. 2009;123(4):1364–

1377 

  122. Still JM, Georgiade NG. Historical review of management of cleft lip and palate. 

In: Georgiade NG, ed. Symposium on Management of Cleft Lip and Palate and Associated 

Deformities. Vol. VIII. St. Louis, MO: C.V. Mosby Co., 1974:13–21. 

123. Tennison C.W.: The repair of unilateral cleft lip by stencil method. Plast 

Reconstr. Surg., 9: 115-20, 1952 

124. The American Heritage: Medical Dictionary 2007. Houghton Mifflin Company; 

www.amazon.com/AmericanHeritage-Medical-Dictionary 

125. The Commission of the European Communities: Commission Directive 

2006/141/EC of 22 December 2006 on infant formulae and follow-up formulae and amending 

Directive 199/21/EC (text with EEA relevance). Official Journal of the European Union 2006; 

L401: 1-31 

 126. Trott JA, Mohan N. A preliminary report on one stage open tip rhinoplasty at the 

time of lip repair in bilateral cleft lip and palate: The Alor Setar experience 

 127. Veau V. Operative treatment of complete double harelip. Ann Surg. 

1922;76:143–156. 

128. Verza E. (2004), Afectivitate și comunicare la copiii în dificultate, București, Ed. 

Fundației Humanitas 

129. Verza E. (2009), Tratat de logopedie – vol II, București, Ed. Semne 

 130. Witherow H, Cox S, Jones E, et al. A new scale to assess radiographic success of 

secondary alveolar bone grafts. Cleft Palate Craniofac J. 2002;39:255–260. 

131. World Health Organization/UNICEF: The national infant feeding situation; 

http://www.who.int/nutrition/publications/infantfeeding/9789241595018_s2.1.pdf, accesat 

nov. 2009  

132. World Health Organization: Energy requirements of infants from birth to 12 

months. In Human energy requirements. Report of a joint FAO/WHO/UNU expert 

consultation. Rome, 17-24 October, 2001: 11-19; http:ftp.fao.org/docrep/fao/007/y5686e/ 

y5686e00.pdf 



28 

 

133. World Health Organization: Indicators for assesing breast feeding practices: 

Report of an informal meeting. Geneva, 1991; http://www.who.int/child-adolescent–

health/New Publications/nutrition/WHO_CDD_SER_ 91.14.PDF 

134. World Health Organization: The optimal duration of exclusive breastfeeding. 

Report of an Expert Consultation. WHO Press, World Health Organization, Geneva, 2001 

 135. www.posas.org 

 136. Wynn SK. Lateral flap cleft lip surgery technique. Plast Reconstr Surg. 

1960;26:509–520 

137. Yuzuriha S, Mulliken JB. Minor-form, microform, and mini-microform cleft lip: 

anatomical features, operative techniques, and revisions. Plast Reconstr Surg. 2008;122: 

1485–149 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  


