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M.U. DDY Klinigi Calisma Raporu
M.U. CLP Clinic — 5-Year Report

GIRiS

Yiiz estetigini ve konusmay cesitli oranlar-
da olumsuz yonde etkiledigi icin dudak-da-
mak yarigi (DDY) kafa-ytiz sistemi disindaki
dogumsal bozukluklara gore insan psikolojisi-
ni ve yasaminin her alanini daha ¢ok etkile-
yen, tedavisi uzun ve karmasik bir sorundur.
Bu tir olgularin tedavisi hekimligin bircok da-
linda, uzmanhgin da 6tesinde ilgi, bilgi ve de-
neyim birikimini gerektirir. Ulkemizde &nce-
leri 800:1 olarak belirlenmis olan (1), daha
yeni calismalarda daha sik olabilecegi bildiri-
len (2) gorilme orani, niifusla ve %1,4 olan
ntfus artis hiziyla orantili olarak her yil 1300-
1500 yeni DDY olgusu yaratmakta, sosyal ve
ekonomik sorunlar durumu daha da zorlastir-
maktadir. Ancak artik periferde ameliyatlari
yapabilecek uzman hekimlere rahatlikla ula-
silabildiginden, Ankara ve istanbul gibi buyiik
kentlerdeki tip fakdltelerinin plastik ve re-
konstriiktif cerrahi anabilim dallarina basvu-
ran hastalar son 15 yil icinde sayica azalmig
durumdadir. Ortodonti agisindan bakildigin-
da da, DDY hastalarimiz bugtin artik battin
Turkiye'ye dagilmis olan dighekimligi fakulte-
lerinde, gerek primer onarim 6ncesinde, ge-
rekse daha sonra cesitli yaslarda ortodontik
tedavi gorebilmektedirler. Bu gelismelerle bir-
likte, hala DDY hastalarimizin yasam kalitesi
ne yazik ki yeterince yuiksek degildir ve yapi-
lan tedaviler hastalarin estetik ve fonksiyonel
beklentilerini karsilayabilecek diizeyin altin-
da kalmaktadir. Bu durumun nedenlerinin tar-
tisilmasi bu raporun konusu olmamakla bir-
likte, Glkemizin sosyo-kultirel ve ekonomik
yapisindaki ¢ok yonlu sorunlarin bu alana da
yansimasi sayilabilir. Bundan baska, DDY te-
davisi standartlari tzerine yapilmis en kap-
samli arastirmalardan biri olan "Eurocleft Pro-
jesi"nin (3) sonuglarinda vurgulandigi gibi, in-
terdisipliner tedavi seceneginin yetersizligi de
onemli bir rol oynamaktadir.

Ulkemizde gerek koklii tniversitelerimi-
zin, gerekse yeni kurulan dishekimligi fakdilte-
lerinin ve kamu saglik kuruluglarinin ortodon-
ti kliniklerinde ¢ok uzun zamandan beri yeni-
dogan DDY olgularina cesitli tedavilerin uy-
gulandigi bilinmektedir (4-6). Hotz yontemi
ve ekstraoral traksiyon 70’li ve 80li yillarda
yer yer uygulanirken, bu tir tedaviler daha
sonra gozden dusmis, ve pasif beslenme pla-
g1 uygulamasina dontlmus, gerekli gorilen
olgularda da cesitli tipte vidali aygitlarla pre-

Turkish Journal of Orthodontics 2007;20:110-131

INTRODUCTION

Cleft lip and palate influences facial aest-
hetics and speech, and consequently also
psychology and life of the individual to a gre-
ater extent when compared to non-craniofa-
cial birth anomalies and requires therefore a
long and complex care. Treatment of this
syndrome entails interest, information and
experience beyond being a specialist in nu-
merous fields of medicine and dentistry. In
our country the incidence has been reported
to be 800:1 (1); more recent research sug-
gests a more frequent occurrence (2), resul-
ting in about 1300-1500 new cleft lip and pa-
late cases per year when calculated accor-
ding to a 1.4 % population increase. Before
the recent increase in the number of univer-
sities, it has been very difficult for cleft lip
and palate patients to receive even the mini-
mum amount of surgery. Social and econo-
mic conditions usually aggravate the situati-
on even more. As the number of plastic sur-
geons in peripheral cities has increased, the
number of patients referred to plastic and re-
constructive surgery departments of medical
faculties in big cities like Ankara and Istanbul
have decreased within the last 15 years. Also
orthodontic care is provided in dental faculti-
es all around the country, either before pri-
mary repair or later at different ages, as ne-
eded.

In spite of these improvements, quality of
life of our cleft lip and palate patients is insuf-
ficient and the treatment results don’t satisfy
aesthetic and functional expectations of pati-
ents. This report does not intend to discuss
the reasons for this problem, but the authors
believe that in addition to socio-cultural and
economic problems, the paucity of interdis-
ciplinary treatment is an important factor.

Newborn CLP patients have received care
to different levels in governmental health ins-
titutions and dental faculties of new and old
universities for over two decades (4-6). The
Hotz plate and extraoral traction have been
used widely in the 70’s and 80’s, the popula-
rity of active presurgical orthopedics decre-
ased, and passive feeding plates were prefer-
red. In certain cases plates with screws were
used to align alveolar segments. The course
of presurgical orthopedic treatment in new-
borns at the Department of Orthodontics, Fa-
culty of Dentistry, Marmara University has

111



112

operatif hazirlik yapilmistir. Marmara Univer-
sitesi Dishekimligi Fakultesi Ortodonti Anabi-
lim Dali'nda da uygulamalar benzer sekilde
yapilagelmis, yine de bu tedavilerin sistema-
tik kayitlari tutulmamis, yani bu hastalar her
zaman rutin ortodonti hastalarindan ayri du-
stintilmastir. Bununla birlikte 1998 yilindan
beri Marmara Universitesi Tip Fakiiltesi Plas-
tik ve Rekonstriiktif Cerrahi Anabilim Dali ile,
sonra da 2003 yilindan beri istanbul Univer-
sitesi Cerrahpasa Tip Fakdltesi Plastik ve Re-
konstriiktif Cerrahi Anabilim Dali ile birlikte
ayhk toplanan interdisipliner DDY c¢alisma
grubu (konsey) olusturulmustur. Ancak tedavi
kalitesini arttirmak amaciyla yeni bir arayisa
girilmis ve 2001 yili sonundan itibaren nazo-
alveolar sekillendirme (NAS) uygulamasina
baglanmigtir. Plastik ve rekonstriiktif cerrahla-
rin bu tedavi ile elde edilen preoperatif hazir-
liga yogun ilgi gostermeleri nedeniyle hasta
sayisinda buyuk bir artis yasanmistir. Bunun
sonucunda da yenidogan DDY hastalarinin
klinik isleyisindeki yeri ile ilgili uygulamalar
degismis, daha sistematik bir organizasyona
gidilmis ve bu uygulama giinimiize dek str-
dartlmustar.

Bu bilgiler 1s18inda mevcut calismanin
amaci Ekim 2001 ile Aralik 2006 yillari ara-
sinda klinigimizde tedaviye kabul edilen ye-
nidogan dudak-damak vyarikli hastalarin ve
yapilan tedavilerin doktimintn yani sira, kli-
nigimizin calisma sisteminden de bahsedile-
cektir. Bu raporun amaci ulusal 6lgekte, yeni-
dogan dudak-damak yarikli olgularin tedavi-
siyle ilgilenen ortodonti klinikleri arasinda go-
ris alis-verisini baslatmak, bilgi ve deneyim-
lerin paylasiimasini saglamak, benzer tirde
kayitlarin toplanarak ileride ortak calismalarin
yapilabilmesi ve dudak-damak yarigi alanin-
da ulusal saglik politikasini etkileme konula-
rinda bir temel olusturmak tizere 6nerilerde
bulunmaktir.

YENIDOGAN KLINIGi CALISMA YONTEMI

Bolumumiuzdeki fiziksel kosullarin yeni-
den yapilanmasi sirasinda dogan olanak ile
2004 yilindan itibaren bebeklerin tedavi edil-
digi ortam da genel ortodonti kliniginden ay-
rilmistir. Yenidogan DDY bolimu iki Gnitli bir
klinik olup, acil gelen hastalar sayilmazsa, sa-
dece haftada bir tam giin calismaktadir (Sekil
1). Klinigin isleri DDY ekibini olusturan iki
Ogretim Uyesi ve ¢ doktora 6grencisi tarafin-
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been similar to the abovementioned pattern;
however the treatment done was not docu-
mented systematically, because infant treat-
ment was always considered distinct from ro-
utine orthodontics. Nevertheless, since 1998,
an interdisciplinary cleft lip and palate coun-
cil has been established together with the
Marmara University, Faculty of Medicine,
Department of Plastic and Reconstructive
Surgery; and later, since 2003, also with Is-
tanbul University Cerrahpasa Faculty of Me-
dicine, Department of Plastic and Reconst-
ructive Surgery. But because overall treat-
ment results were unsatisfactory, new ways of
improvement were sought. Nasoalveolar
Molding (NAM) was introduced as the pri-
mary treatment option for newborn CLP pati-
ents in 2001. There has been a great increase
in the number of CLP patients as plastic and
reconstructive surgeons have shown great in-
terest in this treatment modality, and as a re-
sult, @ more systematic approach to primary
cleft care was developed and established to
date.

In the light of this information the current
paper aims to document the patient intake of
our newborn cleft clinic between October
2001 and December 2006, the treatment mo-
dalities applied in newborn CLP patients, and
the working system of our clinic. The objec-
tive is to initiate a nationwide exchange of
opinions among orthodontic clinics dealing
with the treatment of new born CLP patients,
to communicate clinical experience and in-
formation, and to make suggestions in order
to create a basis for a protocol to take similar
records in preparation for future multicenter
studies, as well as a protocol to change nati-
onal health policies concerning cleft lip and
palate.

WORKING SCHEME OF THE NEWBORN
CLEFT CLINIC

Along with the physical reorganization of
our clinic in 2004, the newborn cleft clinic
has been separated from the general ortho-
dontic clinic. The newborn clinic consists of
two dental units and is active only for one
day a week, except for emergencies (Figure
1). It is maintained and organized by the cleft
team of the department, consisting of two fa-
culty members and three postgraduate stu-
dents. Treatment of the patients though is car-
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dan yiuritilmektedir. Ancak hastalarin tedavi-
si bu iki 6gretim tyesinin danismanhiginda ve
sayilari donem donem 25-40 arasinda degi-
sen ve anabilim dalimizda egitimlerini strdi-
ren bitin doktora 6grencileri tarafindan ya-
pilmakta, hasta dagitiminda hem danismanla-
rin hem de doktorlarin esit tipte ve esit sayida
olgunun tedavisini Gstlenmesine énem veril-
mektedir. Her doktora 6grencisi egitiminin so-
nuna kadar toplam 5-6 NAS olgusu, 5-6 izo-
le damak yarigi olgusu, 5 hareketli tedavi ol-
gusu ve 5 sabit ortodontik DDY olgusunu te-
davi etmekte, 5 olguyu da bebeklik ile okul
oncesi donem arasinda pasif olarak izlemeye
devam etmektedir.

DDY hastalari klinigimize cok cesitli kay-
naklardan yonlendirilmektedir. Ailelerin refe-
ransiyla gelenler azimsanamayacak bir grup
olmakla beraber, en cok hastayr dogum kli-
nikleri ve plastik ve rekonstriktif cerrahlar
yollamaktadir. Yeni gelen olgular DDY ekibi
nobetcisi tarafindan muayene edilip bilgilen-
dirildikten sonra danisman 6gretim tyelerin-
den birisi tedavi gerekliligi ile olgunun tedavi-
ye uygunlugunu saptar. Genellikle ayni giin
igerisinde tedavisini tstlenecek olan doktoru
ve danismani belirlenir ve ilk beslenme ya da
sekillendirme plagi hazirlanir. Yenidogan mu-

Turkish Journal of Orthodontics 2007;20:110-131

ried out by all postgraduate students in our
clinic - whose number may vary from 25-40
each year— under the supervision of the fa-
culty member responsible. Patient distributi-
on is done in such a way that supervisors and
students receive equal numbers and types of
patients. Each student usually treats 5-6 naso-
alveolar molding cases, 5-6 isolated cleft pa-
late cases, 5 cases of each, removable and fi-
xed orthodontic treatment of cleft lip and pa-
late patients, and follows up 5 cases from in-
fancy to preschool age, apart from those he
or she treated as a newborn.

Cleft lip and palate patients are referred to
our department from many different sources.
There are a high number of patients recom-
mended by families of other patients, but
most of the patients are referred by birth hos-
pitals and by plastic and reconstructive sur-
geons. New cases are first examined and in-
formed by the person on-duty of the cleft te-
am. Then the treatment necessity and type is
decided by one of the supervisors, and once
the treating doctor and the supervisor is de-
termined, usually the feeding plate or the
molding plate is prepared within the same
day. In the first examination a special history
form is filled in so the necessary information

Sekil 1: Yenidogan Klinigi. Ai-
lelerin karsilasabilmesi igin bii-
tiin randevular ayn1 giine top-

lanmaktadir.

Figure 1: The Newborn Cleft
Clinic. All infant appointments
are scheduled on the same day
in order to have families meet

each other.
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Sekil 2: Bebek muayenesinde

pamuklu ¢ubuk kullanimi

Figure 2: The use of Q-Tips for

examination of infants
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ayenesi oncesinde 6zel anamnez formu dol-
durulur ve hastanin genel durumu hakkinda
bilgi alinir. Agizici muayenede ayna yerine
pamuklu ¢ubuk kullanimi hem bebegin frajil
dokularina saygili hem de ekonomik bir yon-
tem olarak artik yerlesmistir (Sekil 2).

2001 yilinda klinigimizde sistematik bir
degisiklige gidilmis olup, bu hastalar sadece
acil beslenme plagi yapilan hasta kategorisin-
den cikarilip, bebek yasindan itibaren orto-
dontik tedavi goren hasta sinifina sokulmus-
tur. Yani, yenidogan hasta geldigi andan itiba-
ren bir numara verilmek suretiyle klinigimizin
arsivine kaydedilmekte, eriskin yasa gelene
ve tedavisi bitene dek hastanin bittin tedavi-
leri bu arsiv numarasi altinda gorilebilmekte-
dir.

ilk kez birlikte calisigimiz cerrahlar tara-
findan refere edilen hastalarimiz, tedavi sekli
ve stregleriyle ilgili bir yaziyla cerraha gon-
derilerek, ya da dogrudan iletisim kurularak
cerrah bilgilendirilmekte, primer onarimin za-
manlamasi, gecikme olasiligi da dikkate ali-
narak, daha ilk giinden planlanmaktadir.

Plastik ve rekonstriiktif cerrahlar disindaki
referanslarla gelen hastalarimizin temel soru-
nu primer onarimi yapacak cerrah arayisidir.
Bu konuda aileler genellikle ortodontistten
tavsiye beklemektedir. Bu hastalarimiz 6zel-
likle bir cerrah adi verilmek yerine, birlikte
calisigimiz konseyler hakkinda bilgilendiril-
mekte, ancak hastanin cerrahini secme 6zgtir-

about the general status of the patient is gat-
hered. For the intraoral examination of the
newborns, the use of Q-tips (cotton swabs)
instead of a mouth mirror gained acceptance,
because it is gentler with the fragile tissues of
the newborn and is economic (Figure 2).

In 2001 a systematic change to the appro-
ach of newborn cleft patients was accomplis-
hed. These patients were not anymore seen
only as "emergency feeding plate patients",
but were introduced into the main orthodon-
tic archive as patients receiving orthodontic
treatment starting from their infancy, to be
followed up until adulthood. All additional
treatment stages are being recorded under
the same archive number.

Patients referred by surgeons we haven’t
collaborated before, are usually sent back
with a consultation letter explaining the treat-
ment modality and process, or the surgeon is
contacted directly and informed. In both situ-
ations the timing of primary repair is planned,
including possible retardations, right from the
beginning of treatment.

The main concern of those patients, who
are not sent by surgeons, is to decide for one.
Families usually expect the orthodontist to re-
commend a surgeon. But instead of naming a
surgeon, families are always left free to cho-
ose or change their surgeons according to
their best knowledge. These patients are in-
formed about the two multidisciplinary cleft
teams we work in. If the patient decides to at-
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lugtine 6zen gosterilmektedir. Siklikla da ka-
rarlarini klinigimizdeki tedavi sirasinda tanig-
tiklart diger ebeveynlerle konusarak verdikle-
ri gozlemlenmektedir. Eger hasta konseylere
katilmayi tercih ederse, o grupta bulunan cer-
rahlardan biri hastanin ameliyatlarini gercek-
lestirmektedir.

Klinigimiz Marmara Universitesi Tip Fakiil-
tesi (MUTF) Plastik ve Rekonstriiktif Cerrahi
Anabilim Dali ve istanbul Universitesi Cer-
rahpasa Tip Fakiiltesi (IUCTF) Plastik ve Re-
konstriiktif Cerrahi Anabilim Dali yonetimle-
rinde iki ayri DDY interdisipliner calisma gru-
bu icerisinde yer almaktadir. MUTF konseyin-
de toplantilara katilan hekimler plastik ve re-
konstriiktif cerrahi, KBB, konusma patolojisi,
genetik ve ortodonti (Yeditepe Universitesi ve
Marmara Universitesi) uzmanlaridir. IUCTF
konseyinde toplantilara katilan hekimlerin ise
plastik ve rekonstriiktif cerrahi, KBB, konusma
patolojisi, pedodonti (istanbul Universitesi) ve
ortodonti (Yeditepe Universitesi, istanbul Uni-
versitesi ve Marmara Universitesi) uzmanlari-
dir. Bu gruplar ayda bir kez olmak (izere top-
lanmakta, bu toplantilara hastalar da davet
edilmekte ve tedavi sirecleri birlikte izlen-
mektedir. Uzmanlarin hastalara iliskin gorus-
lerinin kayitlar tutulmakta, hastalarin tedavi-
leri de bu kararlar dogrultusunda yurttilmek-
tedir. Konsey Uyeleri konseye cagirmak iste-
dikleri hastalar konsey sekreterligine bildiril-
mekte ve aylik hasta listesi bu sekilde olustu-
rulmaktadir. Bunun disinda, konseyde daha
onceden degerlendirilmis olan hastalar dui-
zenli araliklarla kontrol randevularina cagiril-
maktadir.

Alinan Kayitlar

Dudak ve damak yariginin cesidine gore
klinigimizde yapilabilen tedaviler beslenme
plagi uygulamasi ve Nazoalveolar Sekillen-
dirme (NAS) olarak 2 ana grupta toplanabilir.
Bu iki grubun kayit ve tedavi protokoliinde
farkhiliklar olmakla birlikte, temel kayitlar,
anamnez, fotograflar, agiz ve burun ol¢ulerin-
den olusmaktadir. Ayrica her ortodonti hasta-
sinda oldugu gibi, her seans tedavi kartlarina
ayrintih notlar alinmalidir. NAS vyapiliyorsa,
plagin sekli de gizilerek, aktivasyon igin akri-
lik eklenen ve mollenen yerlerin isaretlenme-
si sonradan yapilacak degerlendirmelere isik
tutmasi bakimindan buyik 6nem tagsir. Yeni-
doganda alinan kayitlar rutin ortodonti hasta-
larininkilerden bazi farklar gosterdigi icin, 6n-
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tend any of our cleft councils, the operation
is done by a surgeon of that group. We obser-
ved that many parents decide according to
the information they receive from other fami-
lies.

Our clinic takes part in two different cleft
councils, who both, assemble once a month.
The specialists who attend the cleft council of
Marmara University Faculty of Medicine are
plastic surgeons, otolaryngologists, speech
pathologists, geneticists and orthodontists
(Marmara and Yeditepe Universities). The
specialists who attend the councils of Istan-
bul University Cerrahpasa Faculty of Medici-
ne are plastic surgeons, otolaryngologists,
speech pathologists, pediatric dentists (Istan-
bul University), and orthodontists (Istanbul,
Marmara, and, Yeditepe Universities). Pati-
ents are invited to attend these meetings and
their treatment progress is evaluated by all
members interactively. Records of opinions
and recommendations of the specialists are
kept and further treatment is initiated accor-
dingly. All members can call own patients for
evaluation whenever necessary, provided the
council secretary is informed before for better
organization. Apart from that, council pati-
ents are called routinely for follow-up.

Records

Newborn cleft patients can be provided
with two types of treatment according to cleft
type: fabrication of a feeding plate or Nasoal-
veolar Molding (NAM).

Although there are differences in the re-
cords and treatment protocol of feeding plate
patients and NAM patients, the basic treat-
ment records for both groups include the his-
tory form, photographs, intraoral and nasal
impressions. Detailed explanations for each
session should be written into the treatment
card as in a routine orthodontic patient. In
the case of NAM, it is very important to mark
where the acrylic thickness has been reduced
or increased for activation purposes on a
schematic drawing of the plate to allow futu-
re reevaluation. Since records of newborns
differ to some extent from those of routine
orthodontic patients, first techniques of re-
cord-taking will be explained and then the
treatment details and required records will be
listed according to patient type.

History form

The completion of the history form is time-
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Sekil 3: DDY Anamnez

Formu.

Figure 3: The CLP Medical
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History Form.
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MARMARA ORTODONTI

DDY - ANAMNEZ FORMU

Ad-Soyad:

Basvuru Tanhi:

Dogum Tarihi ve Yeri:

Doktor:

DDY Tipi:

Danisman:

Bize yonlendiren hastane & doktor:

Saghk sigortasi?

Dogum

Hastane:

Dogumsekii:

Dokton:

Dogum kilosu:

Temi/Prematlre:

Dogum boyu:

Sistemik Sadglik:

Dogumsal anomali/Sendrom:

Sistemik hastalik:

Aile

Anne:

Baba:

1. Dogum tarhi & yeri:

. Dogumtanhi ve yeri:

2. Meslegi/Egitimi:

. Meslegi/Egitimi:

3. Sistemik saglhk:

. Sistemik saghk:

4. Ailede DDY varligr:

. Ailede DDY varhgr:

ol g wof pof =

5. Sigara:

Sigara:

Akraba evliligi mi?

Hamilelik donemi:

Kardegler

Kacinci hamilelik:

1. Kardes sayisi

Ik Uc ayda ilac alim:

2. DDY varhdr:

Gecinlmig hastalidar:

Stres durumu:

Folik asitVitamin kullanimi?:

Ameliyatlar:

Tarih

Hastane Cemah

Dudak

Damak

Fistul

Revizyon

Alveol grefti

Ortognatik

Diger

celikle kayit alma teknikleri anlatilacak, daha
sonra da olgu tiplerine gore tedavi ayrintilari
ve gerekli kayitlar belirtilecektir.

Anamnez formu

Anamnez formu kimlik bilgilerine ek ola-
rak, ailenin sosyal ve ekonomik yapisina ve
etiyolojiye iliskin sorular icermektedir. Ayrica
hastanin tibbi 6zgecmisi de kaydedilmektedir.
Oldukga zaman alici bir islem olan anamnez
formunun doldurulmasinin daha sonraki se-
anslara birakilmasi akla gelebilir, ancak klinik
deneyimlerimiz gostermistir ki, yenidogan
hastalarimizin bir kismi ilk seanstan sonra ge-
ri donmemektedir. Bu nedenle, ne kadar zor

consuming. It includes questions about eti-
ology and the social and economic situation
of the family apart from the personal identity
information. The medical history of the pati-
ent is also included. Since extra chair-time is
an issue in completing the form, it would se-
em logical to postpone the completion of the
history form to the next session. But our clini-
cal experience show that some of the new-
borns do not return after the first session. For
this reason, and even if difficult to accomp-
lish, as a rule, the history form should be fil-
led in and inserted into the patients’ file right
from the beginning (Figure 3).

Photographs

Taking photographs of a baby requires mo-
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kosullarda olursa olsun, kural olarak, anam-
nez formunun daha ilk seansta doldurulup
dosyaya eklenmesi gerekmektedir (Sekil 3).

Fotograflar

Rutin ortodonti hastalarina kiyasla bir be-
begin fotograflarini ¢cekmek cok daha fazla
caba gerektirmektedir. Bebek aglarken ceki-
len fotograflarda dudaklarin ve yiiz kaslarinin
gercek konumlari belgelenemez. Bu yiizden
dogru acilarla, agizdisi gortintiilemenin en
kolay yolu bebek uyurken fotograf ¢ekilmesi-
dir. Annelerle bu konunun konusulup rande-
vu saatlerini ve uyku saatlerini bebegin ritmi-
ne gore ayarlayarak bebek uyurken fotograf
cekmek genellikle miimkiin olabilmektedir.
Agizici fotograf ise en kolay bebek aglarken
cekilir. Bebeklerde agizici fotograf olarak,
dogrudan gortintiileme yontemiyle (ayna kul-
lanilmaksizin) sadece st okliizal fotograf ce-
kilmektedir. Dudak-damak yarigina eslik
eden ve agiz icinde belirti veren bir hastalik
tablosu s6z konusuysa, ya da herhangi baska
bir bozukluk ve 6zellik varsa, bunlar da ka-
yitlanir (Sekil 4).

Eurocleft projesi sonuc¢ bildirgesindeki
oneriler dogrultusunda (7), cepheden ve her
iki taraftan cekilen profil resimlerine ek ola-
rak, yerle 45 derece aci yapacak sekilde bur-
nun alttan goruntilenmesi (Columellar view)
gereklidir. Burun deformitesi ve kolumella en
iyi bu yolla belgelenebilmektedir (Sekil 5).
Eurocleft ayrica _ oblik profil resmini de

onermektedir.
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re effort when compared to routine orthodon-
tic patients. When the baby is crying, the re-
al condition of the lip and facial muscles can-
not be documented. For this reason the easi-
est way to take correct extraoral photographs
with a good framing, is to take them while
the baby is sleeping. It is often possible to ar-
range the appointment time and sleeping ho-
urs according to the rhythm of the baby so
that extraoral photographs can be taken
when the baby is sleeping. The intraoral
photographs on the other hand, can be taken
best when the baby is crying. The only intra-
oral photograph required is the direct upper
occlusal view, without the use of a mirror.
Additional pictures are taken if other syndro-
mes showing intraoral manifestations accom-
pany the clefting or if any other unusual fin-
dings are seen (Figure 4).

According to the "Consensus Recommen-
dations" by the "Eurocleft Clinical Network"
(7), in addition to frontal and profile photos
of both sides, the "columellar view" to illust-
rate the nose from below with a 45 degree
angle is necessary. Nasal deformity and the
size of the columella can best be demonstra-
ted in this way (Figure 5). Eurocleft recom-
mends also taking a _ profile view.

Intraoral impression and model fabrication

The most important concern is not to obst-
ruct the airway when taking a maxillary imp-
ression of an infant. Although in some clinics
impressions of the baby are taken holding it
upside down to prevent airway obstruction

dil tizerinde yer alan bir

on the tongue of a patient

secondary palate.

Sekil 4: Komplet sekonder

damak yarigi olan bir hastada

gikintiin goriintiilenmesi.

Figure 4: A vertical extention

with complete clefting of the
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Sekil 5: Kolumellanin.

goriintiilenmesi

Figure 5: The columellar view.

Sekil 6: Agiz olglisti alinirken
bebek 6ne dogru egik
konumda tutulmal ve

dikkatle izlenmelidir.

Figure 6: During the intraoral
impression registration, the
baby should be watched
closely while it’s being held in

a proclined manner.
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Ag1z 6lgusti ve model yapimi

Yenidogan DDY hastalarinda 6l¢t alma si-
rasinda dikkat edilmesi gereken en 6Gnemli ko-
nu solunumun engellenmemesidir. Her ne ka-
dar bu nedenle bazi kliniklerde bebekler bag
asagi tutulup yercekimi etkisinden yararlani-
larak 6l¢ti maddesinin solunum yollarini tika-
masi engellense de, diger bakimlardan saglik-
Ii olan bebeklerden, uygun konum ve 6lci
teknigi ile bas asagi tutmadan da giivenle 6l-
¢t alinabilmektedir (Sekil 6).

Yogun olarak bebek bakan kliniklerin gesit-
li tiplere uygun ve farkh boyutlarda kasik seti
(Sekil 7) bulundurmasi gerekir. Fakat piyasada
DDY’li bebekler icin 6zel kasik bulunmamasi
nedeniyle klinigimizde bebeklere 6zel 6l¢u
kasigi uretmek icin eldeki al¢i modeller boy

with the help of gravity; in infants who are ot-
herwise healthy, it is possible to take a safe
impression with a suitable impression techni-
que, without holding the baby upside down (
Figure 6).

Clinics with a large intake of infant pati-
ents should have a sufficiently broad assort-
ment of impression trays (Figure 7). But since
there are no commercially available impres-
sion trays of baby-size; we fabricated an ar-
ray of impression trays on duplicated models
of different types and sizes of clefts. Worn or
broken trays can easily be replaced since the
master models are kept. The quality of imp-
ressions drops markedly when taken with
mal-fitting trays, which may necessitate repe-
tition of the impression and thereby increases
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boy tasnif edilip duplike edilerek ana kasik
modelleri elde edilmekte, bunlarin tzerine
akrilikten olct kasiklari yapilarak eskiyen ve
kirillan kasiklar bu yolla yeniden tretilmekte-
dir. Uygun o6lct kasigr bulunmamasi duru-
munda alinan 6l¢l yetersiz olacagindan o6l¢i
tekrarlari artmakta ve bu da varolan riskleri
arttirmaktadir.

Agiz olglleri klinigimizde iki kez sert alci
ile dokilmekte, ilk model aygit yapimi igin
kullanilirken, ikincisi arsiv modeli olarak sak-
lanmaktadir.

Burun élciist

Yenidogan DDY hastalarinin kayitlari kla-
sik dishekimligine yabanci olan burun 6lgu-
stinti de kapsamaktadir. Bu kaydin temel ama-
ci1 varolan anomalinin kayitlanmasi, hem na-
zal sekillendirmenin, hem de cesitli cerrahi is-
lemlerin sonuglarinin baslangic durumu ile
objektif olarak karsilastirilabilmesidir. Burun
olcusi igin bazi merkezlerde tabanca ile uy-
gulanan polivinilsiloksan 6lcti maddesi, 6rne-
gin Memosil® (Heraeus Kulzer GmbH & Co.
KG, Dormagen, Almanya) kullanilirken, tlke-
mizde bu maddenin ithalatgisi olmadigi icin,
bunun yerine klinigimizde agiz 6lcisd icin de
kullandigimiz, klasik iki asamali kondansas-
yon silikon 6lcti maddesi, 6rnegin Speedex®
putty ve Speedex® light body (Coltene/Wha-
ledent, GmBH & Co. KG, Langenau, Alman-
ya) kullaniimaktadir. Olcii maddesi bir kasik-
la uygulanamadigi i¢in kivaminin fazla akis-
kan olmamasi, nostrillerin ayrintilarinin bel-
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the risks associated with impression taking.

Intraoral impressions are cast twice, with
the first cast being used for plate fabrication,
and the second cast being kept as a study
model.

Nasal impression

The nasal impression, unfamiliar to den-
tistry, is one of the records needed in CLP in-
fants. The main objective is to document the
present anomaly, and to compare the baseli-
ne with the results of both, nasoalveolar mol-
ding and the surgical procedures, objectively.
Though in many cleft clinics, a polyvinylsilo-
xane like Memosil® (Heraeus Kulzer GmbH
& Co. KG, Dormagen, Germany) is used as
impression material via an applicator, we
prefer a classic two stage condensation sili-
cone material like Speedex® putty and Spe-
edex® light body (Coltene/Whaledent,
GmBH & Co. KG, Langenau, Germany),
which is also used for the intraoral impressi-
on, because of it’s availability on the market.
As no impression tray is used for the impres-
sion, the viscosity should be high enough to
be shaped round the nose and low enough to
record the details of the nostrils. On the other
hand, pressure should be avoided in order not
to cause nasal deformation. For these reasons,
first the silicone putty and the light body is mi-
xed to the desired viscosity, then the catalyst
is added and the impression applied on and
around the nose, including the inner canti of
the eyes and the upper lip (Figure 8).

Sekil 7: Yenidogan 6lgii kasig1
seti.
Figure 7: Assorted set of

impression trays for infants.
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Sekil 8: Burun 6lgiisii. A)
Kondansasyon

polimerizasyonu yapan

silikon Ol¢ti maddeleri; B) Kat1

ve akiskan kivamdaki

silikonlarin 6nce katalizor

olmaksizin karigtirilmasi; C)

Olgiiniin buruna

uygulanmasi; D) Algi burun

modeli.

Figure 8: Nasal impression. A)

Condensation polimerizing

silicone materials; B) Mixing

first equal amounts of the

silicone putty and the light

body without catalyst; C)

Application of the impression

material onto the nasal area;
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D) Stone cast of the nose.

gelenebilmesi icin de fazla kati hazirlanma-
masi gerekir. Ayrica burunda deformasyona
neden olacak bir basin¢ uygulamaktan da ka-
¢inmak gerekir. Bu nedenle birinci ve ikinci
Olcti maddeleri kanigtirilarak istenen yumu-
saklikta bir hamur elde edildikten sonra, kata-
lizor ile de kanistirihp, el ile bebegin gozleri-
nin i¢ kantuslari ve st dudagin tamami da
icinde olacak sekilde uygulanir (Sekil 8).

Yenidoganlarda Tedavi Protokolleri

Diinyada bugtn icin herkes tarafindan ka-
bul goren bir tedavi protokolt yoktur. Aksine
gelismis Avrupa ulkeleri arasinda oldugu ka-
dar, tek bir tlkedeki farkli DDY merkezleri
arasinda dahi, buytk farkhiliklar oldugu bilin-
mektedir (3). Eurocleft projesi kapsaminda ka-
yitlanan 32 tlkenin 13’tinde hicbir preopera-
tif ortopedi uygulanmazken, 19 ulkedeki
DDY merkezlerinin en az yarisinda beslenme
plagi, Hotz plagi ya da traksiyon uygulamasi-
nin yapildigi rapor edilmistir.

Bu yiizden asagida anlatilan tedavi proto-
kolleri sadece klinigimizde uygulanan ve za-
man icinde klinigimizin kosullari ve hasta kit-
lemizin yapisina gore degistirilerek olusturu-
lan yaklagimlari ifade etmektedir. Klinigimiz-
de yenidogan DDY hastalari icin aktif preope-
ratif ortopedi yaklagimi benimsenmistir. Pasif
beslenme plaklarinin yanisira uygun hastalar-
da ozellikle Dr. Grayson’un tanittigi (8) NAS
yapilmaktadir.  Klinigimizde  yenidogan
DDY’li bebeklere uygulanan tedavi protokol-
leri asagida sirasiyla agiklanmaktadir.

A) Herhangi bir preoperatif tedavi yapil-
madan, sadece izlenmekle yetinilen olgular:

Klinik uygulamada tedavi gerektirmeyen

Ari-Demirkaya, Alcan

Treatment Protocols in Newborns

There is no world-wide accepted treat-
ment protocol for the time being. On the
contrary, there are major differences, not
only among different European countries, but
even among different centers within a co-
untry (3). In 13 of the 32 countries registered
in the Eurocleft project, there is no applicati-
on of presurgical orthopedic treatment, whe-
reas in 19 countries, at least half of the cleft
centers use a feeding plate, a Hotz plate, or a
traction plate.

For this reason, the following treatment
protocols present only the treatment modali-
ties of our department which have been
adapted gradually to our clinical conditions
and our patient population. In our clinic the
treatment of active presurgical orthopedic
treatment approach is adopted. Besides pas-
sive feeding plates, in suitable cases, the
NAM protocol (8) introduced by Dr. Grayson
is followed. Treatment protocols applied in
our clinic are being introduced below:

A) Cases passively followed up without
any presurgical treatment:

Clinically, cleft types that do not require
treatment are incomplete clefting of the se-
condary palate, limited to the soft palate and
uvula, not involving the hard palate, or in-
complete clefting of the lip with an alveolar
notch only, not involving the nose; or in other
words, cleft types that do not pose a difficulty
in feeding and malformations that do not po-
se a difficulty for surgical manipulation do not
require presurgical intervention (Figure 9).

Those patients, who do not receive any
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yarik tipleri sert damak sinirlarinin disinda ka-
lan, yumusak damak ve uvula ile sinirli in-
komplet sekonder damak yariklari, ya da sa-
dece alveolde centik seklinde olup, burnu et-
kilemeyen dudak yariklaridir. Beslenmeyi zo-
ra sokmayan ve cerrahi girisimi zorlastirici
buyik malformasyonlara neden olmamis ya-
rik tipleri preoperatif hazirlik gerektirmemek-
tedir (Sekil 9).

Preoperatif hicbir girisimin yapilmadigi ol-
gular kayitlanarak 6 aylik kontrollerle izlen-
mekte, cerrahi onarim sonrasinda kayitlar ye-
nilenmekte, konsey hastasi olanlarda rutin
olan konusma uzmani ve plastik cerrah ile ko-
ordinasyon, konsey hastasi olmayanlarda da
gerektikge saglanmaktadir.

B) Beslenme plagi yapilan olgular

izole damak yarigi (sekonder damak yarigi)
primer damak yariklarina gore cok daha hafif
bir yarik formu olsa da, her seyden 6nce bes-
lenme agisindan sorun yaratir (9). Arastirma-
lar beslenme plaginin biberon akis hizini ya
da bebegin agirlik artisini etkilemedigini gos-
termistir (10). Klinigimizde, primer damakta
ve burunda diizeltim gerektirmeyecek kadar
hafif yarigi olan, ya da hi¢c dudak yarngi ol-
maksizin komplet sekonder damak yarigi olan
olgularda sert ortodontik akrilikten beslenme
plagr yapilmaktadir. Ayrica NAS endikasyonu
olmayan tek ve cift tarafli yarikli bebeklerde
de sadece beslenme plagi yapilan olgular bu
gruba dahil edilmektedir. Onceleri retansiyo-
nu saglamak amaciyla bu plagin yariga karsi-
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presurgical orthodontic care for any reason,
are followed up with 6 month intervals. Re-
cords are taken at birth and right after the pri-
mary repair. Patients, who are followed by a
cleft council, are simultaneously followed up
by all related medical specialties. Others are
referred to specialists whenever necessary.
B) Patients, who receive a feeding plate
Even though isolated palatal clefts (secon-
dary palate clefts) represent a less complica-
ted type of facial clefts, they create problems
in feeding (9). Research has shown that a fe-
eding plate does not influence the bottle flow
rate or the baby’s weight gaining rate (10). In
our clinic, we construct feeding plates for ca-
ses with complete secondary palate clefting,
or cases with incomplete clefting of the lip
and nose that do not require presurgical cor-
rection. Additionally, those unilateral or bila-
teral cleft cases that do not receive NAM for
different reasons also belong into this group
of patients. Before, we used to add a 2-3 mm
soft acrylic extension into the undercut of the
cleft area (Figure 10), and we asked the fa-
mily to use the plate for 24 hours, except for
cleaning. Recently, following the suggestions
of plastic surgeons, we started to omit this ex-
tension especially in patients with a wide
cleft area, in order to let the alveolar seg-
ments come closer by natural growth. In the-
se cases, as the plate is less retentive, we sug-
gest to use it only during feeding. Sometimes
the care-giver requests one of the two appro-
aches, and sometimes we prefer a full-time

Sekil 9: Tek basina yumusak
damak yarig1 preoperatif

ortopedi gerektirmemektedir.

Figure 9: Clefting of the soft
palate only does not require

any presurgical orthopedics.
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Sekil 10: Beslenme plag:
Figure 10: Feeding plate

lik gelen kisminda yarigin 2-3 mm icine gire-
cek sekilde yumusak akrilikten bir uzanti ekli-
yor (Sekil 10) ve temizlik disinda hig ¢ikartil-
mamasini dneriyorduk. Ancak son zamanlar-
da plastik ve rekonstriiktif cerrahlarin onerisi
dogrultusunda, 6zellikle cok genis yarigi olan
olgularda, biiyiime-gelisimin damak segment-
lerini birbirine yaklastirici etkisinden yarar-
lanmak icin, yarigin igine uzanan akrilik ¢i-
kintiyr eklemiyoruz. Bu durumda retansiyon
cok daha zayif oldugundan, sadece beslenme
sirasinda kullanilmasini 6neriyoruz. Kimi aile-
ler bu iki yontemin birini ya da digerini 6zel-
likle talep edebiliyor, ya da bebegin saghginin
zayif oldugu durumlarda kritik ilk 6 hafta bo-
yunca biraktigimiz uzantiyi daha sonra kese-
rek cikartiyor ve tam siireli uygulamadan yar
stireli uygulamaya gecebiliyoruz.

Beslenme plagi uygulanan hastalarimiz ay-
da bir kontrol edilmekte, tstcenenin biytime
ve gelisimine bagh olarak plagin uyumu bo-
zuldukga, genellikle 3 ayda bir, plak yenilen-
mektedir. Eger dudak ve burunda yarik varsa,
3. ayda yapilan primer onarimi takiben, da-
mak onarimi genellikle 9-12 ay arasinda ya-
pilmaktadir. Bu tip olgularda baslangi¢ kayit-
lart burun 6l¢ustint de icermekte ve onarim
ameliyatlarinin hemen 6ncesinde ve 1 ay son-
rasinda bittin kayitlar yenilenmektedir. Rutin
izlem 6 ayhk araliklarla devam etmektedir.

C) Nazoalveolar sekillendirme yapilan ol-
gular

Klinigimizde son 5 yildir NAS uygulan-
maktadir (11). Dudak segmentlerinin de bir-

wear during the first 6 weeks, if the general
health status of the infant calls for it, where
after we cut off the soft acrylic extension, and
switch to restricted usage.

The adaptation of the feeding plate is exa-
mined in monthly intervals, and the plate is
renewed as needed, usually every 3 months
due to the growth and development of the
maxilla. If clefting of the lip and nose is pre-
sent, the primary repair is done in the 3rd
month, followed by the palate repair, typi-
cally done within 9-12 months of age.

C) Patients, who receive nasoalveolar
molding

NAM treatment has been used for the last
5 years in our clinic (11). Different forms of
lip taping are used for different cleft types to
approximate the lip segments (Figure 11). In
order to reach those treatment goals, NAM
should start within the first 6 weeks of life,
when the cartilages are still moldable (12).
For this reason, in our clinic, babies older
than 2-3 weeks are not accepted for NAM
treatment any more. Apart from this, when
deciding whether NAM is indicated for a pa-
tient, the family should also be evaluated. It
may be advisable to decline this treatment
protocol right from the beginning, when the-
re is no social indication (Figure 12).

The timing in NAM treatment is as follows:
Within the first 4 weeks, only alveolar align-
ment is initiated, after the 4th week, a nasal
stent is adjoined to the appliance together
with prolabium tapes in bilateral cases, and
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birlerine yaklastirilmasi icin, her olgu tipi icin
(Sekil 11) farkli sekilde kesilmis 6zel bantlar
kullanilmaktadir. Bu sonugclari elde edebilmek
icin kikirdaklarin sekillendirilebilme 6zellik-
lerini korudugu ilk 6 hafta icinde (12) tedavi-
nin baslamasi gerekmektedir. Bu nedenle artik
klinigimizde 2-3 haftalik yenidoganlar disin-
daki bebekler NAS tedavisine kabul edilme-
mektedir. Bu konudan ayri olarak, ailenin bu
tedaviye uygunlugunun da degerlendirilmesi
gerekmektedir. sosyal endikasyon olmadigin-
dan bu tedavi seklinden daha bastan vazge-
cilmesi daha dogru olmaktadir (Sekil 12).

Bu tedavi seklindeki zamanlama genel ola-
rak su sekilde siralanabilir: ilk 4 hafta sadece
alveolar yapilar sekillendirilirken, 4. haftadan
itibaren aygita burun yikselteci eklenmekte-
dir. Cift tarafli olgularda ayni anda prolabium
bandi da uygulanmakta olup (Sekil 11A), 5.
haftada da yumusak doku bantlarina baslanir.
Genellikle tek taraflilar 4 ay iginde, ¢ift taraf-
lilar da ortalama 6 ayin sonunda primer ona-
rima hazir hale gelmektedir.

NAS yapilan olgularda baslangi¢ kayitlari-
na ek olarak, burun sekillendirilmesine bas-
landig1 seansta, birinci ve ikinci onarim ame-
liyatlarinin 6ncesinde ve ameliyattan 4 hafta
sonra butiin kayitlar stirecin objektif olarak
her ¢ boyutta da belgelenebilmesi amaciyla
alinmaktadr.

Cerrahi Onarimlarin Sonrasindaki Stirec

Greftleme gereksinimi, ya da okul dncesi
estetik ve fonksiyonel gereksinimler nedeniy-
le hareketli tedavi, yiiz maskesi uygulamasi
ya da diger ortodontik midahalelere uygun
yasa gelene dek, olgular bebek kliniginde 6
aylik araliklarla izlenmeye devam edilmekte,
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additional lip taping thereafter (Figure 11A).

In NAM cases, in addition to initial re-
cords, all records are renewed at the session
of nasal stent fabrication, immediately before
and four weeks after the first and the second
surgical repairs in order to be able to docu-
ment progress objectively in 3 dimensions.

Follow-up after the surgical repairs

Until the stage, where patients receive al-
veolar grafting, removable orthodontic treat-
ment, face mask application or other inter-
ceptive orthodontic treatment whenever ne-
cessary, they are seen every 6 months to de-
cide for the timing of corrective surgical in-
terventions for functional or aesthetic requ-
irements before school age, or speech the-
rapy. The growth and development of pati-
ents, who are seen by one of the two cleft co-
uncils, is assessed once a year, especially af-
ter 3 years of age, for any need of care by the
otolaryngologist and the speech therapist. Al-
so fistula repair and surgical correction of ve-
lopharyngeal insufficiency can be performed

Sekil 11: Yumusak dokularin

birbirine yaklastirilmasr igin
kullanilan bantlar A) Cift
tarafl1 yariklarda, burun
yiikselteciyle birlikte
kullanildiginda kolumellanin
gerilerek uzamasini saglayan
prolabium bandi ile birlikte;
B) Tek tarafli yariklarda.

Figure 11: Soft tissue taping.
A) In bilateral clefts, note the
prolabium tape that helps
stretching and elongating the
columella; B) In unilateral

clefts.

Sekil 12: Bakimsiz kalmus, agz1
temizlenmemis bebekler
Figure 12: Improper hygienic

maintenance of babies
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Sekil 13: 5 yillik hasta

dagilimi.

Figure 13: 5-year patient

distribution.

sadece fotograf kayitlari alinmaktadir. Hasta
eger bir konsey hastasiysa, her yil ortak deger-
lendirme amaciyla cagirilmakta ve 6zellikle 3
yasindan itibaren KBB ve konusma agisindan
degerlendirilmektedir. Yine bu donem igeri-
sinde eger gerekiyorsa fisttil onarimi ve velo-
faringeal yetmezlige yonelik cerrahi girisimler
uygulanabilmektedir.

5 YILLIK HASTA DOKUMU

Klinigimize Ekim 2001 ile Ekim 2006 tarih-
leri arasinda her yastan toplam 433 DDY has-
tast bagvurmustur. Bu hastalarin 94’t dogru-
dan sabit ortodontik tedaviye, 50'si hareketli
tedaviye alinmis, 6'si i¢in obturator yapilmis,
20 hasta da tedaviye uygun yasta olmadigi
icin pasif takibe alinmistir. 263 hasta yenido-
gan olup, ilk yillarda kayitlara girmedigi icin
tam sayisini bilemedigimizden inkomplet se-
konder damak yarigi olup da tedavi gerektir-
meyen bebekler bu saymin disindadir (Sekil
13).

Klinigimize bebek yasta bagvuran hastala-
rimizin (263 hasta) % 23,2'si (61 hasta) cift ta-
rafli, % 41,8’i (110 hasta) tek tarafl, % 34,6'si
(91 hasta) damak yarngi hastasidir. Tek tarafli
olanlarda yarik %30 sagda, % 70 ise sol taraf-
ta lokalizedir. Bu hastalara yapilan tedaviler
Tablo 1’de gortlebilir. Tedavisine baglanan
bebeklerin % 4,9’u (5 izole damak yarigi, 5
tek tarafh, 3 cift tarafl)) daha sonra vefat etmis,

5 Yillik Hasta Dagilimi

Ari-Demirkaya, Alcan

Obturator
1%

during this period, if necessary.

PATIENT DOCUMENTATION OF THE
LAST 5 YEARS

Between October 2001 and October
2006, A total of 433 cleft patients of every
age have applied to our clinic. Of these 433
patients, fixed orthodontic treatment has be-
en initiated for 94, removable treatment has
been started for 50, an obturator has been
fabricated for 6, and 20 patients have been
followed up passively because their ages we-
re not suitable for any kind of orthodontic tre-
atment. 263 patients were newborns, exclu-
ding the number of incomplete secondary
cleft palate cases that didn’t require any pre-
surgical intervention. These cases have not
been well documented within the first years
of our cleft clinic (Figure 13).

Out of the newborns patients (263 pati-
ents), 23.2 % (61 patients) were bilateral,
41.8 % (110 patients) were unilateral, and
34.6 % (91 patients) were isolated cleft pala-
te cases. Among the unilateral cases, the cleft
was localized on the right in 30 %, and on
the left in 70 %. The treatment modalities
applied on these patients can be seen on Tab-
le 1. Of the infants receiving treatment, 4.9 %
(5 isolated cleft palate, 5 unilateral, 3 bilate-
ral cases) died sometime after, and 11.4 %
(30 patients) have stopped treatment at some
stage, and never returned.
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|zole Damak/

Isolated Cleft Palate 1 82 (% 90,1)
Tek Tarafli/
Unilateral 110 3(%2,7)
Cift Tarafli/
Bilateral 61 7 (% 11,5)

- 9 (% 9,9)
105 (% 95,5) 2(% 1,8)
52 (% 85,2) 1(% 1,6)

NAS: Nazoalveolar Sekillendirme, NAM: Nasoalveolar Molding

% 11,4t (30 hasta) de tedavinin gesitli asa-
malarinda yarim birakmis ve bir daha gelme-
mistir.

Belirtilen stire icinde klinigimize 3 medyan
yarik hastasi bagvurmus, bunlarin ikisinde sa-
bit tedaviye baslanmis, sadece tek bir medyan
yarik hastasi bebek yasta basvurmus ve NAS
yaptlmistir.

TARTISMA

Ulkemizde ne tiniversitelerin, ne de devlet
ve dzel hastanelerin yenidogan kliniklerinde
dudak-damak yarikli bebeklerin primer ona-
nm oncesi tedavileri ile ilgili 6zel bolimler
bulunmamaktadir. Genel egilim olarak da bu
bebekler dishekimligi hizmeti veren fakulte
veya agiz-dis saghgi hastane ve poliklinikleri-
nin ortodonti bolimlerine sevk edilmekte ve
birbirinden farkli yaklagimlar sergileseler de,
bu boltimlerde bebekler icin gerekli hizmet
verilmektedir. Bununla birlikte, mekansal ye-
tersizlikler, ortodonti kliniklerinin yogun aka-
demik ve poliklinik hizmet vermesi ve hekim
ve yardimci personel kadrosu eksikligi nede-
niyle yenidogan dudak-damak yarikli hastalar
hak ettikleri ilgiyi gorememektedirler.

Klinigimizde uygulanan mekansal ayriliga
cok gec kavusmus olmakla beraber, ayri bir
bebek kliniginin tedavilerin kalitesi ve elde
edilen kayitlarin saghgi acisindan yararl un-
surlardan biri oldugunu disiinmekteyiz. Yo-
gun ortodonti klinigi icinde endiseli anne-ba-
balarla birlikte aglayan bir bebegin tedavisi-
nin yuratilmesi, hem doktoru, hem hasta sa-
hiplerini, hem de diger hastalari olumsuz etki-
lemekte, bu durum da tedavinin bir an evvel
bitirilme gerekliligini dogurmaktadir. Ayrica
yenidogan hastalarin 6zel gereksinimleri (em-
zirme, alt degistirme, annenin beslenme ve
aygit kullanma konusunda egitimi ve bebek-
lerin kalabalik bekleme salonundan uzak, si-
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Within the abovementioned period, only 3
median cleft patients have sought treatment
at our clinic. Two of them received fixed ort-
hodontic treatment, and the third one being
an infant, received NAM.

DISCUSSION

In our country neither university clinics,
nor government or private hospitals have
special clinics for presurgical treatment of
cleft lip and palate infants. The current ten-
dency is to refer those patients to the ortho-
dontic departments of dental faculties, or
hospitals, which include orthodontics in the-
ir array of dental care. Although there are dif-
ferences among treatment approaches provi-
ded in all the different clinics, patients basi-
cally receive the necessary care. However,
because of lacking facilities, heavy patient lo-
ad and academic duties of orthodontic de-
partments, and scarce number of specialists
and health personnel, infant cleft lip and pa-
late patients do not receive the attention they
deserve.

A separate clinic for newborns has been
established quite late in our department too,
but we have come to appreciate the advanta-
ges it brings for increasing the treatment qu-
ality and obtaining better records. Trying to
care for a crying baby with worried parents
aside, in a crowded orthodontic clinic, nega-
tively affects all, the doctor, the parents and
the other patients, so that there is a constant
pressure to finish the treatment procedures as
quickly as possible. Also because of the spe-
cial needs of the newborns (nursing, chan-
ging diapers, education of mothers about
appliance use and feeding, the need for a
constant room temperature and a calm surro-
unding devoid of a crowd) it is obvious that
they need a separate clinic. Otherwise the
crowded and noisy surrounding that usually

Tablo I: Yarik tiplerine gore

uygulanan preoperatif tedavi

sekillerinin dagilimu.

Table I: Distribution of

preoperative treatment

modalities according to cleft

type.
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cakhgr sabit, uygun bir yerde tedavi edilme
zorunlulugu) nedeniyle ayri tutulmasi gerekti-
gi aciktir. Aksi takdirde, rutin ortodonti hasta-
larina zarari olmayan kalabahk ve girtltili
bir ortamin, sikhkla sistemik sorunlar da tasi-
yan bebek hastalara zarar verme olasiligi var-
dir.

Mekansal ayriligin bir diger yarari da bu tip
hasta ve ebeveynlerin ayni ortam iginde bir-
birleriyle tanisarak moral destegin saglanma-
sidir. Burada kastedilen, cocuklari gesitli teda-
vi asamalarinda olan ailelerin diger hastalara
bakarak farkli anomali ve tedavi tiplerini gor-
me olanagina kavusmalaridir. Ozellikle pri-
mer onarimi tamamlanip kontrole gelen be-
bekler, ebeveynler lizerinde ¢ok olumlu etki
yapmaktadir. Bekleme sirasinda anne-baba-
lar, adeta bir sosyal gorevli gibi, yeni anne-ba-
balarla ilgilenmektedirler. Klinigimizde bu da-
yanisma daha da ileri giderek, yurtdisinda go-
rilen  ornekleri  gibi  (www.clapa.com;
www.widesmiles.org) dudak-damak yarikli
hastalarin ailelerinin kurdugu bir dernek hali-
ne dontsmustir. Gulen Yizler Yarik Dudak
ve Damaklilar Dayanisma Dernegi’nin amaci;
"varik dudak damakli dogan bireylerin ailele-
ri arasindaki sosyal dayanigmayi saglamak, ve
bu konuda her tirli yayini yapmak, sempoz-
yum, kongre diizenlemek, tedavide multidi-
sipliner (takim calismasi) yaklasimin yaygin-
lasmasi icin calismak, bu konudaki bilimsel
calismalara ve egitime destek vermek ve ge-
reksinimi olan yarik dudak damaklilara mad-
di ve manevi yardim saglamaktir" (Dernek tii-
ztgtinden alinmistir).

Cok uzun soluklu bir tedavi gerektiren
DDY’de iyi kayit tutulmasi, diger ortodontik
tedavilere gore daha buiytk bir 6nem tagimak-
tadir. Bu ylizden kayit alma konusunun tze-
rinde 6zellikle durmak gerekmektedir. Euroc-
left projesinin 6nerdigi minimum kayitlar ye-
nidoganlar icin sadece ilk onarim 6ncesinde
model ve fotografi icermektedir (7). Klinigi-
mizde ise yenidoganlardan eger NAS yapili-
yorsa, ilk 12 ay icinde agiz ve burun olmak
lizere 6 cift algi model elde edilmektedir. Da-
ha ileri yaslar igin 6nerilen kayitlar bu rapo-
run sinirint agtigr icin buraya alinmamustir, an-
cak internet sitesinde ayrintilariyla gortlebilir
(7). Diger ortodonti hastalari ile karsilastirildi-
ginda DDY hastalarinin modelleri cok daha
fazla yer kaplamaktadir. Bunlarin arsivlenme-
si, saklanmasi ve kullanilmasi sirasinda kirtlip
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doesn’t affect normal orthodontic patients
may harm the babies, who often bear syste-
mic pathologies as well.

Another advantage of a separate clinic is
that it presents a meeting place for parents, so
that they can exchange their experiences and
support each other. Parents also meet other
affected children at different stages of treat-
ment, and learn about different cleft and tre-
atment types. Especially children who had
their primary repair done and come in on a
recall basis, positively influence the parents
of the newborns. Many parents in the waiting
room act like a social worker for newcomers.
This interaction in our clinic has resulted in a
society founded by parents of cleft children,
very much like their examples abroad (
www.clapa.com, www.widesmiles.org). The
aim of the "Smiling Faces Society" (Giilen
Yuzler Yarik Dudak ve Damaklilar Dayanis-
ma Dernegi) is to ‘establish social interaction
between families of cleft patients, to publish
related material, to organize symposia and
congresses, to work for spreading the multi-
disciplinary team approach, to support scien-
tific research and education in cleft care, and
to back up cleft lip and palate patients with
financial and moral support (From the bylaws
of the society).

Perfect documentation of the treatment
progress of such an extensive treatment as in
cleft lip and palate is of greater importance
when compared to routine orthodontic cases,
and cannot be overemphasized. The minimal
records for newborns are defined as the ma-
xillary model and photographs before the pri-
mary repair by the Eurocleft project (7). In our
clinic, if a newborn receives NAM, 6 pairs of
models —intraoral and nasal- are gathered
within the first 12 months. The documentati-
on suggested for the following years is not
subject of this report but can be viewed on
the internet site in detail (7). When compared
to other orthodontic patients, models of cleft
lip and palate patients occupy a larger space.
Accidental damage during archiving, keeping
and reusing of the models is another prob-
lem. Whereas the improvements in digital
technology allow us convert the plaster mo-
dels into 3D digital models, thus achieving
the same rapidity and efficiency of digital
photography archiving in archiving models
(13). Portable surface scanners may even ren-
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bozulma da s6z konusu olabilmektedir. Oysa
sayisal teknolojilerin gelismesi artik olctlerin
de 3 boyutlu sayisal modele cevrilmesine ve
fotograf arsivlemesinde ulasilan hiz ve pratik-
lige al¢i modellerde de ulasilmasina izin ver-
mektedir (13). Hatta burun 6l¢iist yerine tasi-
nabilir ylzey tarayicilarinin kullanimi algi
modeli tamamen gereksiz kilacaktir. Bu yolla
depolama ve geri cagirmada buytik bir hiza
erisilmekte, veri paylasimi acisindan inanil-
maz avantajlar saglanabilmektedir. Kati mo-
dellerin hacminden kurtulmaktan da ote,
programlarin sundugu cesitli araytzlerle bir-
cok analiz ve islem, hatta modelaj dahi bilgi-
sayarla yapilabilmektedir. Biitiin bu avantajlar
g6z 6niine bulundurulursa, yenidogan DDY
hastalarinin kayitlarinin da 3 boyutlu ortama
tasinmasi cagin geregi olacaktir.

Yenidoganlardan alinan kayitlarin geriye
dontik olarak degerlendirilip, tedavi kalitesi-
nin ve eksiklerin belirlenmesi gelecekte uygu-
lanacak yaklasimlarin saptanmasinda en
onemli araglardan biri olabilir. Bu bakis agi-
siyla, 6rnegin herhangi bir nedenle aktif teda-
vi uygulanmayan hastalar bu tedaviyi goren-
lerle karsilastirma acisindan en uygun kontrol
grubunu olusturmaktadirlar. Bu nedenle teda-
vi gormese dahi bittin hastalarin kayitlanma-
si bir avantaj olup, gelecekte bu alanda nor-
matif ve demografik verilerin olusturulmasini
saglayacaktir.

1992’de sonuclari yayinlanan orijinal Eu-
rocleft projesi, Avrupa’da DDY merkezlerinde
elde edilen tedavi sonuclarinin karsilastiril-
masi ile tedavi kalitesi ve hizmetlerin standar-
dizasyonu alaninda konuya biyik bir ivme
kazandirmig, Avrupa Komisyonu 1996-2000
yillart arasinda yirttilen "Avrupa’da DDY te-
davi hizmetleri standartlari: Eurocleft" adli
kapsamli bir projeyi daha finanse etmistir. Bu
kapsamda yapilan arastirma ulkeler arasinda
buytk farkhilklar agiga c¢ikarmis, Eurocleft
klinik agina katilan 2017 DDY merkezinde tek
bir yarik tipi icin 194 ayrn tedavi protokoli-
niin uygulandigini gostermistir (3).

Bu projenin sonuglarinin bir parcasi olarak
yayinlanan onerilerin (14) ilk kismi hasta hak-
lari ve ailelerin her asamada bilgilendirilmesi
konusuna ayrilmistir. ikinci kisim klinige dair
olup her DDY calisma grubunda mutlaka
bulundurulmasi gereken hizmetler tanimlan-
mistir. Bunlar yenidogan donemde psikolojik
destek, yenidoganda beslenmeye yonelik
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der the nasal impressions completely need-
less. By this way storage, recall and exchan-
ge of information will put on great advanta-
ges. Apart from getting rid of the large volu-
me of plaster models, with the software inter-
faces it is possible to do all model analyses
and even modeling of occlusal surfaces. Con-
sidering these advantages it is obvious that a
shift to 3D archiving system in cleft care will
be inevitable soon.

The retrospective evaluation of records of
newborns may be one of the most important
ways to define treatment quality and needs,
thus allowing deciding for the treatment stra-
tegies to be used in the future. From this po-
int of view, the group of patients who didn’t
receive an active treatment for any reason is
the best possible control group to compare
with the different treatment options in appli-
cation. For this reason, even if patients don’t
receive any treatment, taking records is ad-
vantageous, and will provide normative and
demographic data.

Comparing treatment results of various
cleft centers in Europe, the original Eurocleft
Project, whose results have been documen-
ted in 1992, has lead to a big step forward in
standardization of treatment quality and cleft
care. The European Commission has finan-
ced another project named "Standards of Ca-
re for Cleft Lip and Palate in Europe: Euroc-
left" that ran between 1996 and 2000. This
survey showed considerable variation betwe-
en countries in approaches to cleft care in Eu-
rope. There was a wide diversity in both mo-
dels of care and national policies as well as
clinical practices. Of the 201 centers that re-
gistered their clinical practices with the net-
work, the survey showed 194 different proto-
cols being followed for one cleft sub-type (3).

The first part of the consensus recommen-
dations (14) deal with patient rights and re-
commend the professional engaged in cleft
care to inform the patient and/or patient’s gu-
ardian through every stage of the treatment.
The second part includes the practice guide-
lines and organization of the services that
should be part of every cleft lip and palate
working group. These are neonatal emotional
support and professional advice, neonatal
nursing services for advice on feeding, pri-
mary surgery done by an experienced and
qualified surgeon, orthodontic/orthopedic
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hemsirelik hizmeti, gerekli egitimi almis
deneyimli bir cerrah tarafindan saglanan cer-
rahi hizmet, ortodontik/ortopedik hizmet,
konusma terapisi hizmeti, KBB hizmeti, klinik
genetik ve pediatrik gelisimsel tip hizmetleri,
ve son olarak bulyiiyen cocuga ve ailesine
yonelik profesyonel psikolojik destek hiz-
meti’dir. Buttin verilen hizmetlerin tcretsiz ol-
masi gerektigi ve hatta yol paralarinin dahi
hastaya geri 6denmesi gerektigi ayrica vur-
gulanmistir. Hizmetlerin organizasyonuna
iliskin oneriler ise soyledir: 1- DDY tedavisi
uzmanlardan olusan multidisipliner bir ekip
tarafindan saglanmalidir; 2- Ekibin Gyeleri
DDY tedavisine iliskin 6zel egitim almalidir;
3- Ekip muayene, kayit toplama ve genel
protokol dahil, buttin tedavi safhalari tizerin-
de fikir birligine varmis olmalidir; 4- Bir kisi
ekip icindeki iletisimden ve kalitenin yiiksel-
tilmesinden sorumlu olmalidir; 5- Ekibin bir
tyesi her bir hastanin tedavisinde farkli brans-
larin koordinasyonundan sorumlu olmalidir;
6- Ekibe refere edilen yillik yeni hasta sayisi
en az 40-50 olmalidir. Cerrah, ortodontist ve
konusma terapistinin ancak bu sekilde gerek-
li beceri ve deneyim duizeyini koruyabilecegi
ve ancak bu hasta sayisinin makul bir stre
sonra saglanan hizmetin kalitesinin degerlen-
dirilebilmesi igin yeterli olacagi distinilmek-
tedir (14).

Klinigimizde tedavi goren 16-26 yaslarin-
daki 40 DDY hastasi ile yapilan ve hentiz
yayinlanmamis bir anket calismasinda, has-
talarin tedaviden duyduklari memnuniyet
arastirllmigtir. Bu hastalarin % 55'i istanbul ve
Ankara’daki, % 18'i ise periferdeki tiniversite
ya da devlete ait hastanelerde, % 18’i de Is-
tanbul’daki 6zel hastanelerde primer onarim-
larini yaptirmistir. Hastalarin % 40’1 tilkemiz-
de saglanan DDY tedavisi olanaklarinin yeter-
siz oldugunu distinmekte, % 85’i ortodontik
tedavilerinden, ve sadece % 67,6’si cerrahi
tedavilerin sonuclarindan memnuniyet duy-
duklarini belirtmislerdir ki bu oran daha 6nce
Bati tlkelerinde yayinlanan sonuclara gore
(% 80-95) oldukca dustik kabul edilmelidir.
Konusma terapisi uygulamasinin % 12,5 gibi
dustk bir oranda bulunmasi da, her ne kadar
orneklem sayisi bu bilgilerin genellestirilmesi
icin yetersiz olsa da, tlkemiz acisindan
dustindiricudur (yaymlanmamis veriler). Bu
tarzda sibjektif hasta memnuniyetini sor-
gulayan arastirmalara ek olarak, DDY
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treatment, speech and language therapy, ear,
nose and throat service, clinical genetics and
pediatric developmental medical services,
and emotional support and professional advi-
ce for the growing child and its parents, den-
tal care. It has also been emphasized that a
national register be established for accurate
recording of children born with clefts, and
that all treatment should be free of charge
and even the transportation costs should be
returned to the patient. About the organizati-
on of these services, it is recommended that
1. Cleft care should be provided by a multi-
disciplinary team of specialists, 2. Members
of the team should have special training in
cleft care, 3. The team should agree on the
stages of treatment including the examinati-
on, record collection and general protocols,
4. There should be one person responsible
for quality improvement and communication
within the team, 5. Co-ordination of the care
of individual patients is important since nu-
merous specialities are involved. This should
be the responsibility of one member of the te-
am, 6. The number of patients referred to the
team should be sufficient to sustain the expe-
rience and specialist skills of all team mem-
bers and to allow evaluation/audit of the te-
am’s performance within a reasonable period
of time. It has been recommended that cleft
surgeons, orthodontists and speech therapists
should treat at least 40-50 new cases annu-
ally. However, it is recognized that individu-
al member states have the right to provide ca-
re for their own population (14).

A survey about treatment satisfaction done
on 40 cleft patients aged 16-26 in our clinic
revealed that 55% of these patients had been
operated in university clinics or government
hospitals in Istanbul and Ankara, 18% out-
side of Istanbul and Ankara, and another
18% in private clinics in Istanbul. 40% of
patients believe the treatment facilities in our
country are insufficient. 85% are happy with
the outcome of their orthodontic treatment,
but only 67,65 are happy with the outcome
of the surgeries, which is low when com-
pared to 80-95% treatment satisfaction in
European countries. Also the number of
patients who received speech therapy was
very low (12,5%), suggesting that we have to
rethink and reorganize cleft care in our
country (unpublished data). In addition to
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tedavisinin estetik sonuclarini degerlendiren
indeksler (15) kullanilarak objektif bir deger-
lendirmenin de yapilmasi gerekmektedir.

Yapilan arastirmalar tedavi kalitesinin, en
cok cerrahin yilda ortalama olarak yaptig
ameliyat sayisi ile iliskili oldugunu ortaya
cikartmistir. Ornegin Danimarka gibi, biittin
primer onarimlarin ¢ok uzun yillardir sadece
tek bir merkezde, tek bir cerrah tarafindan
yapildigi tlkelerde, ameliyat tekniginden
bagimsiz olarak, en iyi sonuclara rastlanmak-
tadir (16, 17).

Oysa tilkemizde bu konu cerrahlar arasin-
da daha cok bir rekabet alani gibi algilanmak-
ta, hastasini DDY alaninda ¢ok calisan bir
meslektasina yonlendirmektense, senede 1-2
olgu da olsa kendi opere eden meslektas-
lanimiza cok sik rastlanmaktadir. Bu bilginin
1siginda, cerrahi islemlerin bir stredir perifer-
deki hastanelerde de yapilabiliyor olmasi, as-
linda bir dezavantaj olarak ortaya c¢ikmak-
tadir. Kaldi ki, cerrahi teknik konusunda da
bir standart olmamasinin, ayni cerrahin bile
zaman iginde kullandigi teknigi bircok kez
degistirebilmesinin, tniversitelerde DDY ol-
gularinin egitim olgusu olarak kullaniimasinin
da tedavi sonuclarini olumsuz yonde et-
kiledigi soylenebilir. Cerrahi teknik konusun-
da NAS ile ilgili olarak eklenmesi gereken
nokta sudur ki, preoperatif olarak saglanan
kolumella ytiksekligi ve burun projeksiyonu
ameliyat teknigi ile de korunmazsa, aylarca
verilen emegin bosa gidebilecegi ve yine
basik, genis burun uglari ve kisa kolumella ile
karsilasilabilecegidir.

SONUCLAR

Diinyada artik tizerinde uzlasilan standart-
larin gozden gecirilmesi ile birlikte klinigimiz-
de de edindigimiz deneyim ve karsilasmakta
oldugumuz zorluklardan cikarilmasi gereken
sonug, DDY tedavisinin bir bitiin halinde, ay-
ri ortak bir mekanda zamanlarinin buyik
bolimiinde sadece DDY ile ilgilenen uzman-
larca, interdisipliner calisan bir grup icerisin-
de yapilmasi gerektigini ortaya koymaktadir.
DDY olgulart bildirilmesi zorunlu hastaliklar
kapsamina alinarak ulusal bir kayit sistemi
olusturulmali ("National Register"), hastalarin
maddi sorunlarina ¢oztmler getirilmelidir.
Bunlarin saglanabilmesi icin hekim grup-
larinin ve saglik personelinin ayni dilden
konusmasi, hekimler arasinda iyi bir 6rgutlen-
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research on subjective opinions of patients,
research using indices on aesthetic appearan-
ce of cleft patients (15) should be done in or-
der to provide more objective data on this
subject.

The literature shows that treatment quality
is mainly correlated to the number of sur-
geries per year done by the surgeon involved.
The best results were obtained in Denmark
for instance, where all primary repairs has
been done in the same center by a single sur-
geon, independent of operation technique
(16, 17). In our country this issue is rather a
subject of competition among plastic and
reconstructive surgeons. Rather than referring
the patient to a colleague, who is known for
operating on cleft patients, surgeons often
prefer to perform the primary repair themsel-
ves, even though they do it only once or
twice per year. Considering the information
above, the fact that recently the number of
plastic surgeons in peripheral cities has inc-
reased is actually a disadvantage, if each
one’s patient intake is less than 40-50 per
year. Additionally it can be argued that there
are no definite standards about the surgical
technique, even the same surgeon sometimes
changes his preferred technique, and cleft lip
and palate cases are used for educational
purposes in university clinics, which altoget-
her affect cleft care in the adverse manner.

One last remark about surgical technique
may be that the procedure chosen for infants,
who received NAM should be one to preser-
ve the height of columella and the nasal
projection that has been achieved presur-
gically. Otherwise the efforts of months may
be wasted, and a short columella and a wide
nasal base and tip may result.

CONCLUSIONS

Conclusions to be drawn from reviewing
the cleft care standards established world-
wide combined with our clinical experience
and the difficulties we encountered is that all
areas of cleft care should be considered as a
whole, provided in a separate location, by
specialists who deal with cleft care for most
of their time, and in a team work environ-
ment in an interdisciplinary manner. A
National Register should be established for
accurate and official recording of children
born with clefts, and financial problems of
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menin  olusmasi  gerekmektedir. DDY
konusunda ilgili bitin branslara yonelik
kongre ve calistaylar sorunlara yeni agilimlar
getirebilir. Ulkemizde her yil 1300-1500 yeni
DDY olgusunun diinyaya geldigi gbz oniinde
bulundurularak, optimum kosullari ve gerekli
kaynak aktarimini saglayabilecek ulusal saglik
politikalarina kavusmak icin en kisa stirede,
Glkemizin her yaninda DDY tedavisi veren
uzmanlar arasinda bir iletisim agi kurulmali
ve ortak veri bankasi olusturulmahdir.
Epidemiyolojik-demografik verilerle birlikte,
verilen hizmetin kalitesini ve hasta mem-
nuniyetini saptayan arastirmalarin sonug-
larinin bir "Turkiye Dudak Damak Yarigi
Tedavisi Raporu" seklinde mesleki orgtitler
tarafindan saglik bakanliginin ilgili birim-
lerine sunulmasi da bir secenek olabilir. Ote
yandan mesleki orgiitlerle birlikte aile orgtit-
leri tarafindan gerekli kamuoyu baskisi olus-
turulmalidir.
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patients solved. To succeed in this, a good
communication among all specialist groups
and an extensive organization must be estab-
lished. Congresses and workshops including
all specializations that interact in cleft lip and
palate treatment can contribute to develop
cleft care in our country. Considering an
average of 1300-1500 newborn cleft patients
every year in our country, we should soon
institute a communication network and a
data base among specialists, in order to inf-
luence national health policies to provide op-
timum conditions and the required financial
sources. Another option would be to present
all research done on treatment quality and
patient satisfaction together with
epidemiologic and demographic data as a
joint report "Report on Cleft Care in Turkey"
by all specialist organizations in Turkey to the
relevant units of the Ministry of Health. On
the other hand, family organizations and the
specialist organizations together should work
on forming increased public awareness on
the topic.

ACKNOWLEDGEMENTS

The authors wish to thank the other three
members of the M.U. Department of Ort-
hodontics, CLP team, Drs. Burcu Usta, Ser-
kan Sagir and Selin Ozkaya for their cont-
ributions to the management of the Newborn
Cleft Clinic, and consequently, to the com-
position of this report.

Tirk Ortodonti Dergisi 2007,20:110-131



M.U. DDY Klinigi Calisma Raporu
M.U. CLP Clinic — 5-Year Report

KAYNAKLAR/REFERENCES

Bor¢bakan C. Dudak Damak Yariklari. Hacettepe ve
Tas Yayincilik Lmt Sti. Ankara, 4. Basim, 1980.

Tuncbilek E, Boduroglu K, Alikasifoglu M. Results of
the Turkish congenital malformation survey. Turk )
Pediatr 1999;41:287- 297.

Shaw WC, Semb G, Nelson P, Brattstrom V, Molsted K,
Prahl-Andersen B, Gundlach KK. The Euro-cleft
project 1996-2000: overview. ] Craniomaxillofac Surg
2001;29:3131-140.

Vural G, Ertiirk N. Damak-dudak_yarikli cocuklarda
cerrahi 6ncesi ortopedik tedavi. HU Dishek Fak Derg
1976,2:20-33.

Dogan S. Dudak damak vyarikli bebeklerde erken
dudak operasyonunun maksiller alveolar yarik boyutu
tizerine olan etkisi. Ttirk Ortodonti Dergisi 1990;3:7-
13.

Doruk C, Kili¢ B. Extraoral nasal molding in infant with
unilateral cleft lip and palate: A case report. Cleft Palate
Craniofac ] 2005;42:699-702.

Eurocran, Eurocleft Clinical Network, Timing of
minimum records: httpy//www.eurocran.org/ content
.asp?contentlD=779&sid=103813, accessed on
03.11.2006.

Grayson BH, Cutting CB. Presurgical nasoalveolar
orthopedic molding in primary correction of the nose,
lip, and alveolus of infants born with unilateral and
bilateral clefts. Cleft Palate Craniofac |
2001;38:193-198.

Reid J, Kilpatrick N, Reilly S. A prospective,
longitudinal study of feeding skills in a cohort of babies
with cleft conditions. Cleft Palate Craniofac )
2006;43:702-709.

Turkish Journal of Orthodontics 2007;20:110-131

10.

11.

12.

13.

14.

15.

16.

17.

Prahl C, Kuijpers-Jagtman AM, Van 't Hof MA, Prahl-
Andersen B. Infant orthopedics in UCLP: effect on
feeding, weight, and length: a randomized clinical trial
(Dutchcleft). Cleft Palate Craniofac ) 2005;42:171-177.

Lee CTH, Grayson BH, Cutting CB, Brecht LE, Lin WY.
Prepubertal midface growth in unilateral cleft lip and
palate  following  alveolar ~ molding  and
gingivoperiosteoplasty. Cleft Palate Craniofac |
2004,;41:375-380.

Matsuo K, Hirose T, Tomono T, Iwasawa M, Kathoda
K, Takahashi N, Koh B. Nonsurgical correction of
congenital auricular deformities in the early neonate: a
preliminary report. Plast Reconstr Surg 1984;73:38-50.

Garino F, Garino GB. Digital treatment objectives:
procedure and clinical application. Prog Orthod
2004;5:248-258.

Eurocran, Eurocleft Clinical Network, Consensus
Recommendations: http;/Awww.eurocran.org/conten
tasp?contentlD=105&sid=10253, accessed on
03.11.2006.

Johnson N, Sandy J. An aesthetic index for evaluation
of cleft repair. Eur ] Orthod 2003;25:243-249.

Shaw WC, Dahl E, Ashe-McDade C, Brattstrom V,
Mars M, McWilliam J, Molsted K, Plint DA, Prahl-
Andersen B, Roberts C, et al.A six-center international
study of treatment outcome in patients with clefts of the
lip and palate: Part 5. General discussion and
conclusions. Cleft Palate Craniofac J 1992;29:413-
418.

Prahl-Andersen B, Ju Q. Quality improvement of cleft
lip and palate treatment. Angle Orthod
2005;76:265-268.

131



