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FDI POLICY STATEMENT

Management of Cleft Lip and Cleft Palate

To be adopted by the FDI General Assembly:
27-29 September 2021, Sydney, Australia

CONTEXT

Cleft lip (CL) and cleft palate (CP) are the most common congenital deformities of the
head and neck.' The available data indicates that the overall prevalence of cleft lip and
palate (CLP) is approximately 1 in 700 live births with considerable ethnic and
geographical variation.?

Orofacial clefts are associated with soft tissue and skeletal and/or dental defects.#
Children born with CLP may have moderate to severe malocclusion,>® and may face
severe difficulties with breastfeeding, eating, speaking, hearing, smiling and even
breathing, all of which can have both physical and psychosocial impacts and can affect
quality of life.”®

CLP is associated with social and psychiatric morbidity affecting patients and
caregivers.’0

Dentists, orthodontists, and oral and maxillofacial surgeons must intervene at various
stages of growth and development of patients in coordination with other healthcare
providers.

Teamwork over the long term is essential to realize successful treatment outcomes.
CLP teams must focus on outcome assessments, and all members of a CLP team
must understand the importance of continuous evaluation to refine clinical protocols in
the future.

SCOPE

This Policy Statement highlights the multidisciplinary and sequential management of
CL, CP and CLP, and the important role of general dentists, paediatric dentists and
orthodontists in the multidisciplinary care team.

PRINCIPLES

CLP treatment is multidisciplinary and requires a coordinated effort by specialists at
different stages of patients’ growth and development. Coordinated teamwork is



31
32

33
34

35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60
61
62
63
64
65
66
67
68

69

70
71

72
73

essential for optimizing treatment outcomes. Over time, general dentists, paediatric
dentists and orthodontists play significant roles as members in the CLP care team.

POLICY
FDI recommends:

The creation/inclusion of a Cleft Oral Health module in the community curriculum
for general dentists and the development of continuing education programmes for
dentists and orthodontists, emphasizing the treatment of CLP as a multidisciplinary
effort.

National dental associations, in countries where an organized system of care for
patients with CLP does not exist, should establish centres or networks of health
professionals involved in care of CLP patients, including plastic and oral and
maxillofacial surgeons, dentists and orthodontists.

CLP care clinical practice guidelines should be created for the dental team and
non-oral health professionals who treat patients with CLP.

The dental team helps parents and/or caregivers to focus on the importance of
good oral health for their children from birth, and this should include an emphasis
on the importance of caring for the primary dentition.

Emphasizing that an ideal orthodontic treatment outcome depends upon
maintaining excellent oral hygiene and a well-restored, disease-free dentition.

Awareness of the possibility of orthopaedic interception from birth and interceptive
orthodontics between the age of 5 and 10 years and placement of fissure sealants
on first permanent molars. Periapical infection of the primary dentition adjacent to
the alveolar cleft should be treated prior to bone grafting.

Particular emphasis on the dental disease-prevention regimen during the transition
from primary to permanent dentition and continuous evaluation of facial growth of
paediatric patients with appropriate adjustment of the ongoing treatment plan as
required.

Regular liaison between general dentists, paediatric dentists and orthodontists and
other healthcare professionals as well as education and counselling for children
with CLP and their caregivers.

KEYWORDS

Cleft lip, cleft lip and palate, multidisciplinary management, oral health quality of life,
oral healthcare

DISCLAIMER
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The information in this Policy Statement was based on the best scientific evidence
available at the time. It may be interpreted to reflect prevailing cultural sensitivities and
socio-economic constraints.

REFERENCES
1.

Coupland MA, Coupland Al. Seasonality, incidence, and sex distribution of cleft
lip and palate births in Trent Region, 1973-1982. Cleft Palate J. 1988;25(1): 33—
37.

World Health Organization. Addressing the global challenges of craniofacial
anomalies: Report of a WHO meeting on International Collaborative Research on
Craniofacial Anomalies. Geneva: World Health Organization; 2004. Available
from https://www.who.int/genomics/publications/CFA%20Completed%20text.pdf
[Accessed 26 July 2021].

Shapira Y, Lubit E, Kuftinec MM. Hypodontia in children with various types of
clefts. Angle Orthod. 2000;70(1): 16-21.

Harris EF, Hullings JG. Delayed dental development in children with isolated cleft
lip and palate. Arch Oral Biol. 1990;35(6): 469-473.

Friede H. Growth sites and growth mechanisms at risk in cleft lip and palate. Acta
Odontol Scand. 1998;56(6): 346-351.

Normando AD, da Silva Filho OG, Capelozza Filho L. Influence of surgery on
maxillary growth in cleft lip and/or palate patients. J Craniomaxillofac Surg. 1992;
20(3): 111-118.

Hunt O, Burden D, Hepper P, Johnston C. The psychosocial effects of cleft lip and
palate: a systematic review. Eur J Orthod. 2005;27(3): 274-285.

Antonarakis GS, Patel RN, Tompson B. Oral health-related quality of life in non-
syndromic cleft lip and/or palate patients: a systematic review. Community Dent
Health. 2013;30(3): 189-195.

Pisek A, Pitiphat W, Chowchuen B, Pradubwong S. Oral health status and oral
impacts on quality of life in early adolescent cleft patients. J Med Assoc
Thai. 2014;97: 10-16.

10.Fadeyibi 10, Coker OA, Zacchariah MP, Fasawe A, Ademiluyi SA. Psychosocial

effects of cleftlip and palate on Nigerians: the lkeja-Lagos experience. J Plast
Surg Hand Surg. 2012;46(1): 13-8.



