
Putting a Smile on Your Child’s Face
DENTAL CARE FOR YOUR CHILD WITH CLEFT LIP AND PALATE
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INTRODUCTION

       ealthy teeth are essential for chewing 

well, speaking clearly, and smiling brightly. 

Good dental care is particularly important 

for children with a cleft of the lip and 

gum, who may have such problems as 

misshapen, misaligned, missing, or extra 

teeth. The enamel, or outer coating, 

of some teeth may be weak and more 

susceptible to decay. In some children, 

the lower jaw may jut forward affecting the 

bite—the way the top and bottom teeth fit 

together.  This is more common in children 

who have a repaired complete cleft lip  

and palate.

Evaluation of dental needs should occur 

before the age of 1 as part of your child’s 

visit to the cleft lip and palate team.   

 (This may be before your child even has 

teeth!)  Coordination of dental treatment 

with surgical care is key to achieving the 

best outcome.

Your child’s dental care providers should 

include a pediatric dentist, orthodontist, 

oral surgeon, and prosthodontist.  

For routine cleanings and checkups, your 

child can visit a pediatric dentist close 

to home.  Working together, these dental 

experts will help ensure your child has 

strong, healthy teeth.

H
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Taking good care of the teeth is habit-forming.  

By encouraging and helping your child to brush 

early on, you can establish toothbrushing as part 

of the daily routine. This leads not only to good 

oral hygiene but also to good overall health.

A Healthy Mouth
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Your child’s first visit 

to the dentist should 

include a complete 

oral health screening 

and an evaluation 

At about age 6, the baby teeth begin 

to shed and be replaced by permanent 

teeth.  In addition to 20 replacements, 

your child will get 12 permanent molars 

(1st, 2nd, and 3rd molars or wisdom 

teeth).  All the permanent teeth, except 

for the wisdom teeth, which come later, 

erupt by about age 12 to 14.

Your child’s first visit to the dentist should 

include a complete oral health screening 

and an evaluation of the risk of dental 

decay.  Risk depends on the family 

history of decay, exposure to fluoridated 

water, dietary habits, and bacteria 

present in the mouth.  If teeth next to the 

cleft are poorly formed, they may also be 

more susceptible to decay. 

Y     our child’s first tooth probably will 

appear between 4 and 14 months of 

age but may be delayed.  (Children with 

cleft lip and palate tend to develop teeth 

more slowly than average.)  

 

By age 3, children usually have all 20 

of their primary (baby) teeth although it 

is not unusual for children with a cleft 

to have extra or missing teeth in that 

region.  Caring for the primary teeth is 

important, because, even though they 

eventually fall out, they hold spaces for 

the permanent teeth.

A HEALTHY MOUTH

Click on the link below for

an interactive timeline:

http://www.facesofchildren.org/timeline

http://www.facesofchildren.org/timeline


It is important to remember that cavities are 

preventable. Proper care of the teeth helps 

avoid painful and expensive decay.  

Here are several ways to protect your 

child’s teeth from cavities:

REGULAR CLEANING removes plaque and 

debris from the teeth. Plaque is the clear, 

germ-fi lled coating that leads to decay.  

The white material that might be easily 

visible on the tooth surface is food debris.  

Children generally need help cleaning their 

teeth up to age 6.  For a baby, wipe with 

a cloth or brush with a soft toothbrush at 

least once a day (bedtime is best).  For an 

older child, brush twice a day.  

HERE ARE SOME TIPS 
ON CLEANING YOUR 
CHILD’S TEETH:
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Stand behind the child, and tilt 
the head back to give you good 
access to the teeth. 

Use only a pea-sized amount 
of toothpaste, and only use 
fl uoridated toothpaste in children 
over 3 years of age.  Teach your 
child to spit out any toothpaste 
remaining after brushing.

Brush your child’s teeth using 
a back-and-forth motion on 
chewing surfaces.  On outer 
surfaces, brush gently in circles.  
Concentrate on the gum line 
(the area where the tooth meets 
the gum).  To clean the inside of 
the front teeth, hold the brush 
vertically as you move it in 
circles.  

Spend about 2 minutes brushing 
the teeth.  Yet keep in mind the 
time spent is less important than 
the thoroughness.  

Clean with dental fl oss between 
the teeth, where the brush can’t 
reach.  Use Tefl on-coated fl oss, 
which slides easily between 
teeth. 

Replace your child’s toothbrush 
when the bristles wear down 
(about every 3 months).

•  

•  

•  

•  

•  

•  

A HEALTHY MOUTH



Focus on healthy 

foods, such as fruits 

and vegetables
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GOOD NUTRITION helps reduce the risk 

of decay.  Focus on healthy foods, such 

as fruits and vegetables, and limit sugary 

snacks and sweet drinks like juice and 

soda.  (Generally, it is best to allow your 

child to drink juice only at meals.)  Also, 

stay away from sticky foods, such as 

raisins.  In addition, avoid putting your 

baby to bed with a bottle fi lled with milk, 

formula, juices, or other sweet drinks 

that will be nutrients for decay-producing 

bacteria in the mouth.

FLUORIDE protects teeth from decay by 

inhibiting oral bacteria, strengthening the 

enamel, and remineralizing or repairing 

early decay.  Fluoride may be found in 

tap water, some bottled water 

(labeled as containing fl uoride), 

toothpaste, rinses, and supplements 

(drops or tablets).  

For infants, use toothpaste without 

fl uoride. Beginning at age 3, brush 

with a pea-sized amount of fl uoridated 

toothpaste.  Since topical or surface 

application is the best way to get 

fl uoride, dentists apply it directly to 

the teeth.  Supplemental fl uoride taken 

before the age of 3 may result in stained 

enamel and should be used only in very 

small amounts.

A HEALTHY MOUTH



SEALANTS prevent cavities by filling the 

grooves of the biting surfaces, the area 

of the tooth particularly susceptible to 

decay.  Sealants are most effective on 

newly erupted permanent teeth, especially 

molars.  Dentists generally apply sealants 

on the first permanent molars between 

ages of 7 and 9 and on the second 

permanent molars between ages 12 to 14. 

REGULAR CHECKUPS help ensure a 

healthy mouth. Visit the dentist twice 

a year.  Preventive dental care usually 

includes cleaning, fluoride treatment, 

an examination, and periodic X rays.  

Your craniofacial team can coordinate 

care with your child’s local dentist.
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A HEALTHY MOUTH
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For infants with complete cleft lip and palate, 

dental specialists may recommend a device 

to maintain or reposition the segments of the 

palate prior to surgical repair. 

Infant Presurgical Treatment
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TREATMENT OPTIONS INCLUDE:

A passive device, similar to a retainer, 

that covers the roof of the mouth and 

holds its width. 

A molding appliance that is regularly 

reshaped to guide growth of the 

cleft gums.

An active appliance that gradually 

aligns the segments of the palate.    

1

2

3

Here are enlarged views of the two kinds of Latham devices.   The dental maxillary appliance 

(DMA), at left, is used for a unilateral cleft, while the elastic chain premaxillary retraction 

(ECPR) device, at right, is used for a bilateral cleft.  Inserted in the roof of the mouth, both 

devices reposition the segments of the palate through gradual adjustments.

Different cleft lip and palate teams 

have different preferences. Let’s look at 

two of these orthopedic (bone-related) 

appliances in more detail:

THE LATHAM DEVICE is a fi xed appliance 

that helps to align the palatal segments 

and close the cleft gum, thereby reducing 

tension on the lip repair and providing a 

solid platform for nasal correction.  It also 

usually permits closure of the opening 

between the mouth and nose. 

INFANT PRESURGICAL TREATMENT

DENTAL MAXILLARY 
APPLIANCE (DMA)

ELASTIC CHAIN PREMAXILLARY 
RETRACTION (ECPR)
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INFANT PRESURGICAL TREATMENT

Biweekly, the dental specialist adjusts 

small elastic chains (chain-linked elastic 

material) on the device to aid in the 

repositioning. The process usually takes 4 

to 6 weeks. 

NASAL ALVEOLAR MOLDING (NAM) is a 

presurgical technique using a molding 

appliance with extensions to the nose.  It 

does not require general anesthesia for 

insertion. In addition to bringing the lip and 

gum tissue closer together prior to cleft 

repair, NAM reshapes the nose. 

Devised by orthodontist Barry Grayson, 

DDS, of New York University in the early 

1990s, the NAM appliance consists of 

a plastic molding appliance worn in the 

mouth attached to one or two nasal 

supports that extend into the nostrils. 

Surgical tape secures the device in place 

and aids in lip closure. 

       amed after the Canadian orthodontist 

who developed it, the Latham appliance 

has been in use since the late 1970s.  

Here’s how it works:  When the infant is 

2 to 4 weeks old, an impression of the 

mouth is taken, and a custom-made 

appliance is constructed.  Several weeks 

later, a pediatric dentist or other dental 

specialist inserts the appliance under 

general anesthesia. 

The appliance is fixed in place on the 

palate with several surgical pins.  The 

device is painless, although it initially 

causes some discomfort as the child 

adjusts to it.  Each day, a parent (or other 

caregiver) turns a tiny screw to gradually 

rotate the segments and narrow the cleft.  

In bilateral clefts, the palatal segments are 

actually rotated outward, and the upper 

front gum and lip is retracted. 

N

Consult with your child’s 

team regarding the need 

for presurgical treatment.



the column of cartilage and skin, between 

the nostrils, which often appears short. 

Treatment lasts about 3 months for 

unilateral clefts and 5 months for bilateral.
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       tarting at 1 to 2 weeks of age, 

the infant wears the NAM appliance 

continuously, except when removed by the 

parents for daily cleaning and changing of 

the tape. The orthodontist sees the child 

every week to reshape the molding plate 

and nasal supports.

This gradually decreases the width of the 

palate and gum pad cleft and lifts the end 

of the nose. For children with bilateral 

clefts, the NAM appliance also slowly 

lengthens the columella, 

INFANT PRESURGICAL TREATMENT

S

Here are enlarged views of the two kinds of Nasal Alveolar Molding (NAM) devices.  

Both have a molding appliance worn in the mouth attached to nasal supports.  

UNILATERAL (NAM) BILATERAL (NAM)

The need for presurgical treatment is 

controversial.  Proponents maintain 

that it prevents palatal segments 

from collapsing, facilitates repair of 

the lip and nose, and leads to better 

aesthetic results.  Critics question 

the impact on dental development 

and upper jaw growth.  Consult with 

your child’s team regarding 

treatment options.



Orthodontic care to straighten your child’s 

teeth and improve his or her bite may begin 

during early school years.

As Your Child Grows



    reatment is tailored to each child’s 

individual needs and addresses specific 

problems, such as malformed, missing, or 

extra teeth.  

Depending on their dental and facial 

development, children may need 2 or 3 

phases of orthodontic treatment. Each 

period of treatment has functional and 

aesthetic goals and is coordinated with 

surgical care.  Because decisions made 

regarding the alignment of teeth and 

jaws can impact surgical treatment, the 

orthodontist must work closely with the 

rest of the craniofacial team.

To begin planning for the first treatment, 

the team orthodontist and/or pediatric 

dentist takes a series of x-rays, 

photographs, and impressions (molds) 

of your child’s mouth.  (With guidance 

from team dental specialists, a local 

orthodontist or pediatric dentist may also 

make these dental records.)  

Treatment starts between 7 and 11 years 

of age, depending on your child’s dental 

maturity, rather than their actual age.  For 

example, one seven-year-old’s teeth, 

developmentally, maybe like a five-year-

old’s, while another’s may be more like 

those of a ten-year-old.

12

START OF TREATMENT:

AS YOUR CHILD GROWS

T
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PHASE I: This phase usually involves 

a maxillary expansion appliance, a 

palate widener specifically designed 

for children with cleft lip and palate.  

The appliance is worn in the roof of the 

mouth and is supported by, and usually 

fixed to, the teeth. 

Over a period of several weeks, the 

appliance changes the size and shape 

of the upper dental arch or curve of 

the teeth.  For example, the expander 

can change a “V”-shaped dental arch 

(narrower toward the front than the back) 

into a more correct “U” shape.

AS YOUR CHILD GROWS

EXPANDER:

BEFORE AFTER

Phase I may also include limited braces, 

often only on the upper teeth, and/or 

reverse headgear (Delaire facemask), 

which uses traction to influence growth 

and change jaw relationships. This device 

is a thin metal frame that rests on the chin 

and forehead and is attached to the teeth 

by elastics. It is generally worn 10 to 14 

hours a day, including sleep.
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BONE GRAFT: During or after Phase I, 

the child is ready for a bone graft to the 

cleft in the gum ridge.  In this procedure, 

the oral and maxillofacial surgeon takes 

a small amount of bone, usually from the 

hip, and places it in the cleft area. 

BONE GRAFT:

BEFORE AFTER

The graft solidifies the upper jaw, provides 

support for the teeth and nose, closes 

fistulae (holes), and permits tooth eruption 

and orthodontic tooth movement through 

the cleft site.  Lip and nasal revision may 

be done at the same time.  Recovery 

takes about a week, although children 

are restricted to a soft diet and limited 

exercise for 8 weeks. 

AS YOUR CHILD GROWS
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PHASE II: If needed, this treatment occurs 

at 12 to 14 years old and focuses on each 

child’s particular dental issues.  This may 

include assisting the eruption of the canine 

tooth after bone grafting, further alignment 

of the teeth with braces, relieving 

crowding, and use of a reverse headgear 

to lessen a developing underbite.  

AS YOUR CHILD GROWS

PHASE II

REVERSE-PULL HEADGEAR



PHASE III: Several years before the end 

of skeletal growth, between 13 and 15 

years for a girl, and 16 and 18 years for 

a boy, and after all of the permanent 

teeth have erupted, children usually 

undergo comprehensive orthodontic 

treatment. This includes full braces, 

the possible use of a removable 

appliance, and, in some cases, a 

reverse headgear. 

AS YOUR CHILD GROWS
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PHASE III ORTHODONTICS 
BEFORE JAW OPERATION:

The goals of this phase include alignment 

of crowded teeth (which may require the 

extraction of a permanent tooth or teeth), 

correction of spaced or poorly aligned 

teeth, and development of a functional 

and aesthetic bite.  Plans are also finalized 

to replace teeth missing from birth in the 

area of the cleft by substituting a canine or 

implanting a prosthesis or false tooth.
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TO ALIGN THE JAWS, ORAL 
AND MAXILLOFACIAL 
SURGEONS USE ONE OF THE 
FOLLOWING TECHNIQUES:

Conventional method—the jaw 

is surgically cut, moved into the 

proper place, and fixed with 

plates and screws.

Distraction osteogenesis—

the jaw is cut and a distraction 

device is used to gradually 

bring the upper jaw forward.  

Distraction devices are 

commonly external or “halo” 

frames, but some are internal. 

As the face is repositioned, new 

bone grows in the gap between 

the two segments, eliminating 

the need for plates or screws. 

The distraction device is worn 

for 1 or 2 months. 

1

2

AS YOUR CHILD GROWS

Some children with cleft lip and palate may 

benefit from a combination of orthodontics 

and a jaw operation to bring the upper jaw 

forward into the correct position.

The cleft team, in consultation with 

the family, decides on the need for 

this operation during adolescence. 

Coordinating orthodontic treatment 

with the planned jaw operation is very 

important as the two procedures depend 

on each other for a successful result.  

This coordination depends upon good 

communication between the orthodontist 

and the surgeon. 



PHASE III ORTHODONTICS 
AFTER JAW OPERATION:

In some cases when the child has a  

very significant underbite, the upper 

jaw may be moved forward with 

distraction at a younger age (before 

the end of growth).  However, in these 

instances, there’s a possibility the 

procedure may be needed again.

AS YOUR CHILD GROWS

Treatment often culminates with 

prosthodontic care to replace 

missing teeth using single-tooth 

implants, crowns, or bridges.  The 

prosthodontist works closely with the 

oral surgeon, who surgically places 

the implant into the jaw.  

18



FAQ

IS WEARING AN APPLIANCE LIKE THE LATHAM DEVICE PAINFUL?

Babies may be fussy for 3 to 5 days after insertion, because they feel something foreign 

in their mouth, making the oral cavity smaller and pushing the tongue down.  But there is 

no evidence of pain, such as rapid pulse or breathing or raised blood pressure.  Feeding is 

also difficult at first.  Caregivers should use a Haberman nipple and may need to give more 

frequent, smaller feedings.

WILL MY CHILD BE MISSING TEETH?

It’s very likely your child will be missing a tooth in the line of the cleft (the lateral incisor), 

and possibly other teeth as well.  But don’t worry—dental specialists are able to replace 

these teeth with other natural teeth or artificial tooth implants or bridges. (During 

orthodontic treatment, however, false teeth cannot remain in place because they would 

impede movement.)  

WILL MY CHILD HAVE AN UNDERBITE?

Possibly.  Children with complete cleft lip and palate tend to have less growth of the 

maxilla (upper jaw) than the mandible (lower jaw), causing the upper teeth to close inside 

of the lower teeth.  This can be corrected with braces and/or a jaw operation.

Answered by Stephen Shusterman, DMD

19
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WILL MY CHILD NEED BRACES?

Most children with cleft lip and palate will need orthodontic treatment.  Depending on the 

alignment of the teeth and the position of the jaws, they may need several phases.

WILL MY CHILD NEED A BONE GRAFT?

If the child has a complete cleft of the alveolar ridge, the tooth-bearing part of the jaw, the 

answer is yes. The graft will be necessary to stabilize the segments, provide bone for the 

canine, support adjacent teeth as well as the base of the nose.

FAQ



Dental Glossary

Incisor

Canine

 
Premolar

Molar

Alveolar ridge 

Alveolus

Arch

Caries

Cavities

Crossbite

Crown

TYPES OF TEETH

One of the flat, sharp-edged teeth in the front of the mouth used for     
cutting food.

A pointed tooth between the incisors and first bicuspids located in the                   
upper jaw.  Also called the eyetooth.  

A tooth with two cusps or points between the canines and molars.      
Also called a bicuspid.

A large tooth in the back of the mouth used for chewing and grinding.
Wisdom teeth, or third molars, erupt in the back of the mouth.

The bone in the upper or lower jaw that surrounds and  
supports the teeth.

The bone that holds the teeth.

The curved structure formed by teeth.   

Decay of a tooth.

Damage to the teeth caused by decay.

A condition in which some of the upper teeth bite inside the lower teeth.  
This can occur in the front (anterior) or back (posterior) of the mouth.  
The normal relationship is the upper teeth slightly wider and outside the 
lower teeth.

1. The portion of the tooth visible in the mouth and covered by enamel.   
2. A type of restoration that covers all or most of the natural tooth.

DENTAL TERMS
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Dental implant

Dental prosthesis  

Dentition

Enamel

Extraction

Filling

Fixed appliances

Gingivoperiosteoplasty 
(GPP)

Graft

Malocclusion

Maxilla

Mandible

Orthognathic surgery

Plague

Restoration

Retainer

A device surgically implanted in the jaw to serve as an anchor for 
replacement teeth.

An artificial replacement for a missing tooth.

The number, type, and arrangement of a set of teeth.

Outer tooth layer.

Removal of teeth.

See restoration.

Orthodontic devices, commonly braces, which help reposition teeth. 

Surgical closure of the cleft in the gum.

Tissue taken from one part of the body and transplanted to another. 

Improper alignment of the upper and lower teeth.

The upper jaw.

The lower jaw.

Procedures to correct abnormalities of the position of the jawbones 
and to improve the way the jaws come together.

A clear, sticky substance composed of saliva, food debris, and 
bacteria that builds up on teeth and can lead to cavities, tartar, 
and gum disease.

Material, such as amalgam (silver alloy including mercury), gold, 
porcelain, or a composite resin, used to restore a cavity in a tooth.

An appliance to stabilize teeth following orthodontic treatment.

DENTAL GLOSSARY



Reverse Headgear

Tartar

Underbite

A device designed to gradually move the upper jaw forward and 
improve the bite.   It consists of a thin metal bar attached to the 
teeth with rubber bands and is supported by pads on the forehead 
and chin.  Also called reverse-pull headgear.

A hard deposit on the surfaces of the teeth.  Known medically as 
dental calculus.

A condition in which the front, upper teeth are inside of the lower 
teeth.  Also known as an anterior crossbite.

DENTAL GLOSSARY

23



24

Dentist Trained in the evaluation, prevention, and treatment of conditions 
of the oral cavity or mouth.  Qualifications include completion 
of college and an additional four years of dental school.  (Note 
DDS—Doctor of Dental Surgery—and DMD—Doctor of Dental 
Medicine—degrees are equivalent.)  

A dentist who specializes in providing preventive and therapeutic 
oral health care for infants and children through adolescence, 
including those with special health care needs.  After completing 
dental school, a pediatric dentist trains for at least an additional 2 
years in a dental school or hospital setting.

A dentist who specializes in the diagnosis, prevention, and 
treatment of dental and facial irregularities.  An orthodontist uses 
various corrective appliances, such as braces and retainers, to 
bring teeth and jaws into proper alignment. In addition to dental 
school, orthodontists complete a 2- to 3-year residency program 
in a dental school.

Who’s Who in Dental Care

Orthodontist

Pediatric Dentist
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Oral and 
Maxillofacial 
Surgeon

A dental and surgical specialty that includes diagnosis and 
surgical treatment of teeth, jaws, and other parts of the mouth 
and face.  Qualifications include a degree in general dentistry 
and a four-year training program in oral and maxillofacial (upper 
jaw and face) surgery.  Many oral surgeons also have medical 
degrees, and some may have had a fellowship in craniofacial 
surgery.

A dental specialist skilled in the replacement of missing teeth and 
the restoration of natural teeth.  Treatment may include dentures, 
partial dentures, fixed bridges, crowns, implants, and veneers.  A 
prosthodontist usually has 2 or more years of training, usually in a 
dental school or post-doctoral program.

Prosthodontist

WHO’S WHO IN DENTAL CARE
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