Published online: 28.03.2019
THIEME

Case Report
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Cleft lip and palate is one of the most common congenital craniofacial malformations.
It is associated with various problems such as difficulty in sucking, nasal regurgitation,
hearing and speech problems, etc. Feeding is of primary and immediate concern for
the growth of infants. In this case report, a 3-month-old female child diagnosed with
Veau’s class II cleft reported with the difficulty in sucking of milk and nasal regurgitation while feeding. To overcome this problem, a feeding plate was fabricated with
simple impression method, which helped the infant feed and restore the proper weight
required for cleft palate reconstructive surgery.

Introduction
Cleft lip and palate (CLP) is one of the most common
congenital craniofacial defects. Cleft palate (CP) is a fissure in
the midline of the palate due to failure of the two sides to fuse
in embryonic development. It is commonly associated with
cleft lip (CL) and tooth malformation.1 Worldwide incidence
of CLP is 1 in 6002 and prevalence is 6.64 per 10,000,3 whereas
the prevalence of CL with or without CP is 9.92 per 10,000
and CL alone is 3.28 per 10,000. The approximate birth rate
in India is estimated to be 24.5 million births per year, and
the prevalence of cleft cases in that is between 27,000 and
33,000 per year.4
The ratio of CL in male to female is 2:1, whereas CP
without CL is more common in females.5 This is due to 1 week
later fusion of the palatine shelves in girls as compared with
boys, resulting in higher occurrence of CP in girls.6 CLP may
or may not be associated with various syndromes such
as Pierre-Robin sequence, Stickler’s syndrome, Di George
syndrome, Treacher Collins malformation, trisomy 13 and 18,
Apert’s syndrome, and Waardenburg’s syndrome.7
CP is associated with difficulty in sucking, nasal regurgitation while feeding, deficiency of facial growth, dental and
aesthetic problems, velopharyngeal inadequacy resulting in
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defective speech, and hearing and psychological problems.8
Among all the problems, feeding is an immediate concern in
children born with cleft as it delays their normal growth. Also,
this can be a major concern for infants who will be undergoing surgery to correct their cleft. CL or CP can be treated
by reconstructive surgery that is performed in the first few
months of life for CL and before 18 months for CP. Therefore,
for this period to overcome the problems of feeding, a feeding
plate (FP) is recommended to the patient, which acts as a
rigid platform against which the child can press the nipple
to extract the milk.
It separates the oral cavity from the nasal cavity, which
reduces the nasal regurgitation and creates a negative pressure
required for sucking and thus shorten the time of feeding1,9 It
prevents the lodgment of the tongue in the defect,10–12 which
otherwise interferes with the spontaneous growth of palatal
shelves toward the midline. It also helps in the development
of the jaw by allowing the tongue to place in correct position
and contributes in speech by performing its functional role.13
FP helps the CLP patient in restoring the proper weight, which
is required for CLP reconstructive surgery. In this case report,
fabrication of FP is explained by using simple impression
technique and impression material that can be easily removed
from the oral cavity in case of emergency.
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Case Report
A 3-month-old female child reported to the Department
of Plastic, Reconstructive & Maxillofacial Surgery, GMCH,
Nagpur, with complaint of difficulty in sucking of milk and
nasal regurgitation while feeding. The infant was the first
child of the parents. The weight of the child at birth was 2 kg,
and it was observed that the weight did not increase due to
inability to take oral feed. The mother had a full-term pregnancy, but the infant was delivered at home. The infant was
diagnosed with cardiac problem since birth for which she
was under observation of the pediatrician and cardiologist.
Family history was not contributory except that the parents
were of consanguineous marriage. On intraoral examination,
cleft of hard and soft palate was seen (Veau’s class II; ►Fig. 1).
To overcome the feeding problem, an FP was planned, which
would act as a barrier between the nasal and oral cavity and
also to prevent nasal regurgitation.

Steps in Fabrication of Feeding Plate

Impression making in CLP patient is a crucial and a challenging procedure due to limitation of the size of infant’s oral
cavity, variation in anatomy, and lack of cooperation of the
infant to respond to commands while impression making
procedure.14 In the literature, various types of impression
materials such as alginate,12,13 low fusing compound,15 and
elastomeric impression material8 have been suggested for
making impression in cleft patient. Also, several positions
such as prone, facedown, upright, and even upside-down
positions have been reported in the literature for CP patient
while impression making, to prevent the airway obstruction.

Fig. 2

Preliminary impression made with impression compound.

Secondary Impression
Secondary impression was made with medium body
polyvinyl siloxane impression material, by loading on the
adhesive-coated custom tray (►Fig. 3) and in the same
position as mentioned earlier for primary impression.
Elastomeric impression material has the advantage of
accurate surface reproduction and also has a good tear
resistance.

Master Cast
The obtained impression was poured in a type III dental
stone. The master cast was then lubricated with separating
media.

Feeding Plate
FP was prepared with cold cure acrylic resin and monomer
by sprinkle on method. It was properly finished and polished
to avoid impingement of soft tissue.

Primary Impression
In this case, the preliminary impression was made without
any anesthesia or premedication with impression compound
(►Fig. 2) by supporting with the finger. Impression compound
was chosen, as it has excellent tear resistance, and also it can
be easily removed before it sets, in case of any e
 mergency.
During the procedure, to avoid aspiration by the infant, the
patient was held with her face toward the floor and made to
cry by tapping on his foot, to ensure a patent airway.

Cast Preparation and Custom Tray Fabrication
Primary cast was made with dental plaster. After the cast
sets, a custom acrylic tray was fabricated on it and perforations were then made on the custom tray.

Fig. 1

Intraoral photograph showing Veau’s class II cleft palate.
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Attachment of Dental Floss on Feeding Plate
A floss was then attached on the FP (►Fig. 4) for easy removal
of plate by parents in an accidental swallowing or in case of
gagging.
FP was checked in the patient’s mouth for any overextension and impingement of the soft tissue. After that, the
mother was told to feed the infant. It was observed that the
child was now successfully taking the feed with the FP in
the mouth, without nasal regurgitation. All the instructions
about the feeding technique, cleaning and maintenance of
FP and maintenance of oral hygiene were explained to the
parents. The patient was recalled after 24 hours to check for

Fig. 3 Secondary impression made with medium-body elastomeric
impression material.
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nasal regurgitation and nasal septum irritation, and avoiding
ear infections; it also prevents the expansion of anterior
part of the maxilla, which helps the surgeon provide proper
reconstructive treatment.
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Fig. 4 Fabricated feeding plate with attached dental floss.

any discomfort or for any impingement of soft tissues. The
patient was recalled again after 1 week for the same. The
patient was then followed up after every 3 to 4 weeks, for
the reduction in the border of the FP to accommodate the
growing arches. The weight of the infant was also monitored
on every visit. After every 3 months, a new FP was advised
to accommodate the enlarged craniofacial sutures at growth.

Discussion
Treatment of CLP is a team work of the pediatrician, plastic
surgeon, pedodontist, and prosthodontist. CL and CP are
successfully treated by plastic and reconstructive surgery.
However, till the surgery, to overcome the problems
associated with the feeding and to restore the weight
required for surgery, a temporary appliance known as
FP is fabricated by the pedodontist or prosthodontist to
break the vicious cycle of low weight due to which the
patient becomes unfit for surgery. Fabrication of the FP
is a challenge due to variation in anatomy of cleft, size of
oral cavity, lack of cooperation, and chances of the infant
to aspirate while impression making. Therefore, proper
selection of impression material is necessary to reproduce
accurate surface details and also can be easily handled
and removed from the oral cavity, if any emergency
exists. Along with this proper position of the infant is also
important during impression making procedure.

Conclusion
The FP overcomes the hindrances which occur during the
normal growth and development of a cleft patient and thus
should be advised as early as possible after birth. It acts as
an important tool for feeding, oral-facial development, development of palatal shelves, prevention of tongue distortion,
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