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Abstract  

 

Cleft lip and palate is a commonly observed congenital maxillofacial defect. Prosthodontics intervention is usually 
required after incomplete or complete surgical closure of the defect. The final option of treatment mainly depends on the 

existing clinical condition and patient’s acceptance towards the treatment. In this case report, the patient was treated with 

a fixed partial denture and a removable, flexible gingival epithesis. This clinical report describes a conservative and cost 

effective method of rehabilitation of such type of defect. 
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INTRODUCTION 
Cleft lip (CL) is defined as a congenital 

abnormality of the primary palate (i.e. anterior to the 

incisive foramen). It may be complete, incomplete or 

microform, unilateral or bilateral, and may involve a 

palatal cleft (CL + P). 

 

A cleft palate (CP) is a congenital abnormality 

of the secondary palate and may be complete or 

incomplete, unilateral or bilateral, or submucous. 
 

CL + P is epidemiologically and aetiologically 

distinct from isolated CP [1].  

 

Improvement in the facial appearance is 

important for psychosocial development of patients 

with cleft lip and palate, who tend to be timid and quiet 

[2, 3]. Treatment of orofacial clefts requires 

multidisciplinary approach which includes multiple 

surgeries, orthodontic treatment, and complex 

prosthodontics rehabilitation. These patients present 
with multiple clinical conditions which further 

complicates the situation. The patients usually suffer 

with multiple missing teeth, mobility of premaxilla, 

malpositioning of anterior teeth as in this case, 

unfavourable soft tissues and short upper lip [4]. Due to 

soft tissue deficiency and insufficient bony support, a 

complete fixed dental prosthesis is usually not possible 

in most of the cases [5]. So in such cases, an 

overdenture or overlay type of prosthesis is required to 

cover the soft and hard tissue defect [6].  

 
Different techniques can be adapted for 

support of superstructure such as telescopic crowns, 

swing lock attachment and dual path design 

suprastructure [7-9]. 

 

After surgical closure of the defect fistulas 

may remain at a rate of 5 – 38%. This tendency to 

relapse is due to tension produced by the presence of 

scarred palatal and lip tissues [10, 11]. 

 

A second surgical closure may result in 
complete closure of defect but the choice of undergoing 

another surgical operation depends on the extent of 

defect and the desire of patient. With prosthodontics 

approach, usually a removable prosthesis is 

recommended for closure of hard and soft tissue defect 

with fistula [12]. But a removable denture fails to 

provide the psychological benefit of a fixed prosthesis 

for the young generation. On the other hand, a fixed 

prosthesis will not help in maintenance of hygiene and 

will obliterate the fistula which can further lead to 

tissue irritation and infection [13]. 

 

CASE REPORT 
A nineteen year old female reported to the 

OPD with the chief complaint of missing front teeth. 
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The patient has a history of unilateral cleft lip and 

palate on the left side which was surgically repaired. 

The patient had no other relevant medical or family 

history. She underwent surgery for cleft lip and palate 

on the left side when she was 1 year old. 

 
Extra oral examination revealed a surgical scar 

on left side of lip and the patient was reluctant to smile 

(Fig-1). 

 

Radiographic examination showed 

radiolucency in 22, 23 region of maxillary alveolar 

ridge extending upto the nasal cavity suggestive of 

incompetent closure of oronasal communication (Fig-

2). 

 

On examination, 22 was missing with alveolar 

defect in that area, 21 was 180° rotated with mobility 
exceeding 1 mm and the existing oronasal fistula in the 

vestibule in relation to 22 (Fig 3 & 4). The patient was 

not willing for any surgical intervention so the 

treatment plan was decided with a conservative 

approach. 

 

Root canal treatment of 21 was done along 

with restoring the natural form of tooth by sculpting 

with composite (Fig-5). Tooth preparation of 11, 21 and 

23 was done and provisional restoration was given. 

Once the appearance was confirmed by the patient, final 
impression was made and a fixed PFM prosthesis was 

fabricated (Fig-6). 

 

A wax pattern of the gingival epithesis was 

made and tried in the patient’s mouth after cementation 

of the fixed dental prosthesis (Fig-7). Closure of 

alveolar defect and fistula was done with a removable, 

flexible gingival epithesis for maintenance of hygiene 

and cleansing in the area of fistula to avoid any 

irritation or infection (Fig-8). Patient was educated 

about the insertion and removal of the epithesis. 

 

 
Fig-1: 

 

 
Fig-2: 

 

 
Fig-3: 
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Fig-4: 

 

 
Fig-5: 

 

 
Fig-6: 

 

 
Fig-7: 

 

 
Fig-8: 

 

 
Fig-9: 

 

DISCUSSION 
The factors to be considered for the prosthetic 

design were: 

 The patient did not desire any surgical 

intervention. 

 The patient wanted a fixed dental prosthesis. 

 The existing oro nasal fistula demanded proper 

hygiene maintenance. 

 
So, a cemented 5 unit fixed dental prosthesis 

was given extending from 11 to 23 and a removable, 

flexible gingival epithesis concealing and obturating the 

alveolar defect and fistula, was fabricated. 

 

This design resulted in an acceptable 

prosthesis with highly improved esthetics. There is 

good retention of the epithesis. It was easy to place and 

remove by the patient.  

 

In the present report, a dual approach treatment 
was given. The existing undercuts were utilized for 

retention of the epithesis and no additional retentive 

features were required. This is a reversible treatment, so 

the patient can be treated later with a definite surgery. 
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Also there is preservation of the potential abutment 

teeth. 

 

Morikawa et al described a similar procedure 

for a remaining palatal cleft in a young patient. To close 

the remaining palate cleft, attachment of an O-ring was 
soldered to the prosthesis and the receptable was 

embedded in a small acrylic resin prosthesis that was 

removable for cleaning [14]. 

 

Another alternative can be the use of a soft 

resin obturator like polydimethylsiloxane to restore the 

missing teeth and close the defect. Drawback of using 

such materials is the long term maintenance of hygiene 

[15]. 

 

SUMMARY 
This case report describes a prosthesis 

designed for a remaining fistula in a cleft lip and palate 

patient. It gives an effective treatment option for such 

cases. This technique has the advantage of both fixed 

and removable dental prosthesis, simple fabrication, 

easy insertion and removal and a moderate cost. 
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